Disclaimer

The preparation of this report was sponsored by the Idaho Department of Health, Division of
Health, Bureau of Clinical and Preventive Services and conducted by Health Systems Research,
Inc. (HSR) under the auspices of a contract with the Idaho Department of Health. The report is
based upon data provided to HSR by an array of governmental and non-governmental programs
in Idaho as well as national data obtained by HSR. HSR is responsible for the report text and the
conclusions expressed. The contents should not be interpreted as necessarily representing the
official views or policy of the Idaho Department of Health, or the Idaho Government.
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CHAPTER |

Introduction

The health of pregnant women, mothers, infants, youth, and children with special health needs is
important to the overall well-being of Idaho’s families and communities and the State as a whole.
Assuring the health of children assures the ongoing health of Idaho. Governor Kempthorne, in
declaring this the Generation of the Child, reaffirmed that the “children of Idaho are our most
precious resources and while they comprise 30% of our population they are 100% of our future”
(Office of the Governor, Proclamation Celebrating Young Americans, April 2002).

However, assuring the health of Idaho’s children and families is not always easy in an ever-
changing environment. It is important, therefore, to understand the current health status of these
population groups, learn about the factors that promote or impede health and wellness, and use
this information to strengthen systems of care and services that families need.

To this end, the Idaho Department of Health and Welfare, Bureau of Clinical and Preventive
Services (BOCAPS) contracted with Health Systems Research, Inc. (HSR) to conduct an
assessment of maternal, child, and family health in the State. The purpose of the assessment is to
gather and present up-to-date information about the health and well-being of the women, infants,
children, children with special health care needs, and families residing in the State. The
information can be used to guide policies and services to promote the health and well-being of
children and families and to facilitate the appropriate and effective allocation of resources.

The assessment was conducted under the auspices of the Federal Title V Maternal Child Health
(MCH) Program in accordance with its mandate to the States to conduct an in-depth maternal
child needs and capacity assessment every 5 years. The assessment is designed to be useful to all
those in Idaho concerned with the health and well-being of the state’s mothers, infants, youth,
and children with special health care needs.

Title V focuses on a//mothers and children. The purpose of Title V is “to investigate and
report upon all matters pertaining to the welfare of children and child life among all classes of
people” (P.L. 62-116; April 1912). Title V is the only Federal legislation dedicated to promoting
and improving the health of the Nation’s mothers and children. Because of this mandate, it
provides a context and overall guidance for all programs that target specific categories of
mothers and children and the special problems experienced by these population groups.

The Title V Block Grant Program is a Federal-State partnership that awards funds on a formula
basis to State health agencies to meet local needs for the Title VV population. Each year, Idaho
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receives Federal dollars to promote maternal, child, and family health and well-being in the
State. For the effective allocation of these resources, it is critical that State Title V
decisionmakers have a thorough understanding of the needs of the MCH population and the
capacity of the delivery system to meet these needs. It is for these reasons that it is essential for
State Title V Programs to conduct maternal child needs and capacity assessments that are:

J Comprehensive

. Carefully designed

. Multifaceted, using a variety of qualitative and quantitative methodologies to
obtain and analyze data

o Respectful of all segments of the maternal child health population groups

o Inclusive, involving stakeholders and families in every component of the process.

What is a needs and capacity assessment? An assessment of the needs of a population group
and the capacity of the system to address those needs is fundamentally the description of the gap
between “what is” and “what is needed.” However, “need” can be assessed only in relation to the
outcomes desired for the population groups being assessed. For example, if a desired outcome in
Idaho is early and adequate prenatal care for all pregnant women, then an assessment can be
conducted to determine the extent to which pregnant women in Idaho are obtaining early and
adequate prenatal care. The process then involves the identification, collection, and analysis of
data to determine what prenatal services are provided, to whom, when, and how.

A needs assessment is not simply a data collection exercise but rather a process that uses both
qualitative and quantitative methodologies to gather data and examine the relationships among
the data. This process results in a comprehensive picture of the population’s status and needs in
relation to desired outcomes.

Maternal child health outcomes form the basis for the assessment framework. The
assessment framework is anchored by maternal and child health population groups with specific
outcomes identified for each group. This outcome approach allows for the organized inclusion of
the goals, indicators, and performance measures identified at both the MCH Federal and State
levels, permitting us to view them not as isolated, unconnected requirements but rather to see
their collective relevancy and utility in improving the health status of the MCH population in
Idaho.

These outcomes are stated broadly enough to encompass all the factors that influence their
attainment and narrow enough to provide guidance for the assessment process. A framework
organized around MCH outcomes helps keep everyone focused on the changes in the health
status of the MCH population that are the goals of MCH stakeholders in both the private and
public sectors. This design facilitates discussion about the findings and lends itself to the
identification of the organizational entities at both the State and local levels that can work with
the Title V agency to use the findings for the ongoing improvement of maternal child and family
health in Idaho.
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The outcomes guiding this assessment were refined by Idaho stakeholders to assure the
usefulness of the assessment study and the relevancy of its recommendations. The usefulness of
any needs and capacity assessment is directly proportionate to its ability to relay understandable,
meaningful, and applicable information to stakeholders and decisionmakers. Moreover, this
approach respects the views of stakeholders and fosters their inclusion in the process through the
development of a MCH Needs Assessment Advisory Group, and the involvement of stakeholders
not only in the process of gathering data but also in the process of determining priorities.

In this assessment, we examine where Idaho is in relation to each outcome, the factors
influencing progress toward achievement of the outcome, and the current capacity of the system
to provide the services and supports needed to impact the outcomes. The MCH outcomes
presented in Table I-1 serve as the framework for the needs assessment and are organized by the
Title V population groups. This approach is inclusive of the MCH Title V National Performance
Measures and the Idaho State Performance Measures and reveals a picture of needs and
resources in a structure that all MCH stakeholders throughout can grasp and use readily.

Table I-1.
Outcomes for Idaho MCH Population Groups

1. Pregnant Women

e Women of childbearing age use ongoing preventive and primary care appropriately.

e Pregnant women use early and adequate prenatal care.

¢ Pregnant women use, as appropriate, the full range of enabling and support services to promote
a positive pregnancy outcome.

2. Mothers
¢ Mothers use comprehensive postpartum services and ongoing primary care.

¢ Mothers use, as appropriate, the enabling and support services needed by them and their families
to care for their infants and children.

e Mothers have access to breastfeeding information and support as needed.

3. Infants

¢ Infants are born at term, of normal weight, and without preventable congenital defects.

o Very low-birth-weight (VLBW)/preterm infants are born in facilities equipped to care for them.
¢ Infants are welcomed into a family, a home, and a community that is prepared to care for them.
¢ Infants appropriately receive ongoing preventive and primary care.

4. Children

¢ Children receive ongoing and preventive health care consistent with the Bright Futures Health
Supervision Guidelines.

e Children are cared for in environments that protect their health, promote their well-being, and
ensure their safety.

o Families have access to and use services that strengthen their parenting skills appropriately.

¢ Adolescent children use ongoing health services appropriate to their stage of growth and
development.

o Adolescent children obtain the health and lifestyle information and education that support
lifelong positive health behaviors.
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Table I-1.
Outcomes for Idaho MCH Population Groups

5. Children with Special Health Care Needs (CSHCN)

e Children with chronic health problems or disabling conditions use all the primary and preventive
services used by typical children.

e CSHCN use the full range of health-related services needed to maintain or improve their health
and well-being and the services to slow, delay, or prevent untoward outcomes resulting from
their chronic health conditions or disabilities.

e Families of CSHCN, including their siblings, have access to and use appropriately the full range
of health and health-related services required to promote their growth and well-being and
manage their conditions or disabilities.

e CSHCN use out-of-home childcare, preschool, and ongoing educational services as appropriate
to their age, developmental stage, and health condition and/or disability.

Organization of the Report. The report is organized as follows:

e Section | — Assessment Methodologies
e Section Il — The State Health and Health-related Infrastructure
e Section Il — Population Demographics and Family Security Data

e Section IV - Data, Findings, and Analysis by Population Group and Outcomes

" Section IV A: Pregnant Women and Mothers
= Section IV B: Infants
= Section IV C: Children and Adolescents

" Section IV D: Children with Special Health Care Needs
e Section V — System Collaboration
e Section VI - Needs and Capacity
e Section VI — System Collaboration
e Section VI - Current Performance Measures
e Section VIII — Opportunities
e Section I1X — Strategies for Ongoing Assessment
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CHAPTER II
Methodology

As described in the previous section, the needs and capacity assessment is guided by a set of
health and well-being outcomes for the MCH population. These outcomes describe what is
desired for Idaho's MCH populations, and the information collected will describe “how well”
Idaho is meeting each of them.

The Needs Assessment Team used a multifaceted approach to gathering, analyzing, and
reporting data and information that included qualitative and quantitative research. Critical to the
approach was the development of mechanisms to obtain stakeholder feedback about the findings
and opportunities to engage stakeholders in decisionmaking about MCH priorities.

Data collection strategies included:

. Review of existing secondary documents with information and data concerning the
status of the health and well-being of pregnant women, infants, children, adolescents,
children with special health care needs, and families

. Review of data related to the level of capacity of the providers, programs, and
systems that serve these population groups

o Collection of primary data, including key informant interviews, focus groups with
families, and a survey containing options tailored to particular subcategories of the
MCH population groups (e.g., prenatal, children with special health care needs)

. Analysis of data at the State and regional district levels to examine population needs
and the relationships among needs, infrastructure, and services

. Conduct of three regional stakeholder sessions to present assessment findings and
seek input into the recommendations

. Organization of an MCH advisory group comprised of stakeholders from community-
based organizations, professional associations, BOCAPS, and other Department of
Health and Welfare programs

. Collaboration with BOCAPS and other stakeholders (via Web-based efforts and
through collaboration with BOCAPS systems partners) to identify internal capacity
and MCH priorities.
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The ultimate goals of this process, as articulated in the Idaho’s Department of Health and
Welfare’s Strategic Plan, are to improve the health status of the MCH population; to strengthen
individuals, families, and communities; and to integrate health and human services.

A.  Secondary Data

Secondary data is information about the study group that is gathered, compiled, and reported by
others. In the course of this needs assessment, the secondary data sources included health and
surveillance data, program data, and survey data. Examples of datasets examined include:

1., Vital Records

Records from birth and death certificates are essential in assessing perinatal health, as they are
the source for such indicators as low-birth-weight (LBW) and preterm birth rates, infant
mortality rates, congenital anomalies identified at birth, andtiming of initiation of prenatal care.
In general, year 2002 or an average of years 2001- 2003 was used in this analysis.

2. Program Data

Programs within the Department of Health and Welfare, local district health departments, and
other agencies have information about their clients’ risk factors, health status, and use of services
that are helpful in creating a picture of MCH needs in Idaho. Family Planning, WIC, Women’s
Health Check, Oral Health, Children’s Special Health Program, and other program data were
relied on for this assessment.

3. Survey Data

The table below is a summary of the national and State surveys used for this needs assessment.

Table I1-1.
Youth Risk Behavior Surveillance (YRBS)
Purpose Methodology
YRBS monitors six categories of priority health risk | Students complete the self-administered
behaviors among children and young adults— questionnaire during one class period and record
behaviors that contribute to unintentional injuries their responses directly on a computer scannable
and violence; tobacco use; alcohol and other drug guestionnaire booklet or answer sheet. Before
use; sexual behaviors that contribute to unintended | the survey was conducted, local parental
pregnancy and sexually transmitted diseases permission procedures were followed.

(STDs), including human immunodeficiency virus
(HIV) infection; unhealthy dietary behaviors; and
physical inactivity—plus overweight.
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Table 11-1.
Youth Risk Behavior Surveillance (YRBS)

National Survey on Children with Special Health Care Needs

Purpose Methodology

The primary goal of this survey is to assess the More than 3,000 households with children were
prevalence and impact of special health care needs screened in order to identify 750 children with
among children in all 50 States and the District of special needs in each State. Interviews were
Columbia. This survey explores the extent to which | conducted with their parents. Also, brief health

CSHCN have medical homes, adequate health insurance interviews were conducted for
insurance, and access to needed services. Other children without special needs to estimate State-
topics include care coordination and satisfaction level health care coverage using equivalent-
with care. sized samples in each State. Finally, for

uninsured children from low-income
households, questions about parents’ awareness
of and experience with Medicaid and the State
Children’s Health Insurance Program (SCHIP)
were asked.

Pregnancy Risk Assessment Monitoring System (PRAMS)

Purpose Methodology
PRAMS is a surveillance project of the Centers for | The PRAMS sample of women who have had a
Disease Control and Prevention (CDC) and State recent live birth is drawn from the State's birth
health departments. PRAMS collects State-specific, | certificate file. Each participating State samples
population-based data on maternal attitudes and between 1,300 and 3,400 women per year.
experiences prior to, during, and immediately Women from some groups are sampled at a
following pregnancy. Thirty-one states and New higher rate to ensure adequate data are available
York City currently participate in PRAMS. Four in smaller but higher risk populations. Selected
other states previously participated. This survey is women are first contacted by mail. If there is no
used for national comparisons. response to repeated mailings, women are

contacted and interviewed by telephone. Data
collection procedures and instruments are
standardized to allow comparisons among
States.

Pregnancy Risk Assessment Tracking System (PRATYS)

Purpose Methodology
A survey of new mothers regarding mothers’ The PRATS methodology is the same as the
experiences before, during, and after pregnancy. It PRAMS methodology described above. The
provides information on the intendedness of window of response is 3-12 months postpartum.

pregnancy, prenatal care, health behaviors,
breastfeeding patterns, and other issues.
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Table 11-1.
Youth Risk Behavior Surveillance (YRBS)

Behavioral Risk Factor Surveillance System (BRFSS)

Purpose

Methodology

BRFSS is a health survey of adults in Idaho and
includes information about health behaviors (such as
alcohol use or cancer screenings), chronic diseases
like diabetes, and health care access issues.

The BRFSS is conducted as a random telephone
survey of the noninstitutionalized adult
population. In order to produce health district
estimates, ldaho's sample has grown in size
from 600 people in 1984 to approximately 4,900
beginning in 1997. The survey is administered
in every month of the calendar year. After
annual data collection is complete, individual
responses are weighted to be representative of
the state's adult population and analysis is
performed on the weighted data.

Idaho Substance Use, School Safety, and School Climate Survey

Purpose

Methodology

The goal of this survey is to evaluate middle and
high school students’ use and avoidance of alcohol,
tobacco, and other drugs; their experiences with
substance use education; as well as their perceptions
of the school environment, safety issues such as
driving under the influence of intoxicants.

This survey used a stratified random method to
select at least 625 students of six grade levels.
For each grade level, schools in each of the six
state regions were randomly sampled. All
students in selected schools were invited to
participate. Students and their parents were
provided with information about the study to
allow them to make in informed, voluntary
decision to participate. The survey was first
administered in 1998 and since been
administered every 2 years.

Idaho State Smile Survey

Purpose

Methodology

The Smile Survey is designed to collect statewide
data on the oral health of young children in Idaho.
Specifically, the survey measures the prevalence of
decayed, missing and filled teeth, preventive and
restorative needs, and use of sealants.

The Idaho State Smile Survey is conducted once
every 5 years on a representative sample of
kindergarten, 3rd-grade, and 6th-grade students.

School Health Policies and Programs Study (SHPPS)

Purpose

Methodology

SHPPS is a national survey that evaluates school
health policies and programs at the State, district,
school, and classroom levels. Only State level data
was used in the current report. The survey focused
on eight school health program components: health
education, physical education and activity, health
services, mental health and social services, food
service, school policy and environment, faculty and
staff health promotion, and family and community
involvement.

State-level data was collected by self-
administered questionnaires were mailed to
designated respondents in state education
agencies in all U.S. States and D.C. In cases of
missing data, respondents were followed up
with additional mail and telephone
communication.
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Table 11-1.
Youth Risk Behavior Surveillance (YRBS)

School Health Education Profile Survey (SHEPS)

Purpose Methodology
SHEPS monitors trends in school health education One type of questionnaire was administered to
topics, including sex, substance use, and injury school principals to assess school health and

prevention as well as health education staff training. | environment policies. Another type of
guestionnaire was administered to lead health
education teachers to assess health education
instruction. Both guestionnaires were mailed to
222 secondary public schools in Idaho
containing any of grades 6 through 12 during
the spring of 2002.

Data from these and other sources, including past needs assessments from various organizations,
were gathered and cataloged in relation to the specific indicators and outcomes to present a
complete picture of each MCH or CSHCN population group’s needs.

B. Primary Data

Primary data are information directly gathered from the study group. HSR used the examination
of secondary data to guide the collection of primary data. The combination of both primary and
secondary data completes the picture of MCH population needs and of the status of the delivery
system.

A combination of qualitative and quantitative research methods was used to gather the primary
data needed. These methods included:

. Key-informant interviews
o Surveys
o Focus groups

It is important to utilize qualitative primary data in the assessment because it permits access to
information that is important but not necessarily quantifiable. In short, primary qualitative data
can fill out the MCH picture with real-time information and help to put a “face” on the story.

1. Interviews with Key Informants

As described above, interviews with key informants—State officials, providers, health care
purchasers, other public-sector stakeholders, and advocates—provided critical qualitative
information on the health needs within the State, effectively completing the outline described by
the analysis of existing quantitative data. Forty-nine (49) interviews took place over the course of
5 months. The table below describes the types of service providers interviewed.
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Table 11-2.

Key Informants by Type: Number
Direct Service Providers (e.g., hospital birth educator, certified nurse-midwife, 11
school nurse, etc.)
Community-based Direct Service Organizations Program Directors (e.g., 9

Migrant Health Council, Parents as Teachers, Head Start, etc.)

Medicaid Staff 7
State-level IDHW Program Directors 8
Regional Health and Welfare Directors 3
District Health Office Directors or Program Managers 7
Advocacy Group Directors (e.g., March of Dimes, Idaho Parents Unlimited, 4
etc.)
In these interviews, we addressed issues such as:

. The major MCH risks and needs seen by informants in the course of their work

. Services available to address these needs

. Barriers to access to care

. Potential reasons for the persistence of risk factors, health problems, and access

barriers affecting specific MCH populations.

To assure the consistency and comparability of information gathered from various sources, the
interviews were conducted using structured protocols. To ensure that all relevant issues were
covered in the interview, while still allowing room for the expression of individual opinion and
experience, the interview guide was designed with unstructured, predominantly open-ended
questions. The interview guide is presented in Appendix A.

Following the interviews, summaries were developed that synthesized critical information
gathered. Data collected in these interviews was triangulated with data from other sources and
examined for consistency.

In addition to the one-on-one interviews, HSR also facilitated a group discussion among
participants of the Idaho Perinatal Conference. The title of the hour-long session was Speaking
Out: What Do YOU Think About Maternal Child Health Issues and Needs in Idaho? The purpose
of that discussion was to assess participants’ experiences and perceptions regarding screening,
referrals, followup care, and other perinatal issues. Approximately 40 health practitioners and
policymakers attended the session.

2. Surveys to Address Gaps in Data

Although it is important to learn about MCH needs from the viewpoint and experiences of health
care policymakers and providers, it is essential to go directly to the consumers of MCH services
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to learn their views and perceptions of MCH needs and experiences using the service delivery
system. This is a source of data that does not go through the filter of MCH officials and offers
insights that simply cannot be gained through other means. Two methods were used to obtain
these data: surveys and focus groups.

The needs assessment team conducted two convenience sample surveys. One was a general
Family Health Survey, and one was specific for Families of Children with Special Health Care
Needs. These surveys provided a snapshot of the needs and issues confronting families. The
surveys also gave families an opportunity to provide structured input into the MCH Needs
Assessment process beyond the focus group participation. The survey questions were evaluated
through pretests of the survey.

Families could access the Family survey in two ways. A paper version was available through
District Health Offices, Parents as Teachers, and the Infant-Toddler Program. The survey was
also available online. Members of the MCH Advisory Group, key informants, and other contacts
were asked to alert families to the Web site and survey.

The results of the survey are limited to self-selected participants, and not generalizable to all of
Idaho. We were not able to capture the needs of people who are currently not accessing services,
or do not read English. The surveys were at a ninth-grade reading level in English. Access to the
survey required a family to have connections to the health and social system. Unless the family
received a paper-based survey, they needed Internet service to complete the Web-based version.

Seven hundred and three (703) families completed the Family Health Survey. Over half of the
respondents received or learned about the survey through the District Health Office. Over 90%
of respondents lived in Idaho for more than 2 years, and 79% having lived in their city or town of
residency for more than 2 years. Most respondents were married (66%) and had a household
income of under $30,000 (67%). Most children had either Medicaid (45%) or Private Insurance
(42%); only 7% did not have any health insurance. Additional data is highlighted in Appendix B.

The tables below show where respondents learned about the survey and their demographic
characteristics.

Table 11-3.
Demographic Information of Respondents for Family Health Survey
N=703
Demographic Number Percent
Location Where Respondent Received or Learned of Survey
District Health Office 406 59%
Parents as Teachers 68 10%
Regional Health and Welfare 31 4%
Head Start/Early Head Start 34 5%
Other 151 22%
District
District 1 112 16%
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Table 11-3.

Demographic Information of Respondents for Family Health Survey

N=703
Demographic Number Percent
District 2 102 15%
District 3 24 3%
District 4 192 28%
District 5 17 2%
District 6 220 32%
District 7 26 4%
Age Number Percent
<18 Years Old 14 2%
18-30 390 55%
31-50 269 38%
>50 30 4%
Gender Number Percent
Male 39 6%
Female 660 94%
Lived in City/Town of Residence Number Percent
Under 2 Years 146 21%
2105 Years 158 23%
6 to 10 Years 115 17%
11 to 15 Years 71 10%
Over 15 Years 204 29%
Years in Idaho Number Percent
Under 2 Years 49 7%
2105 Years 81 12%
6 to 10 Years 86 12%
11 to 15 Years 97 14%
Over 15 Years 382 55%
Number of Children Number Percent
1 233 35%
2 204 30%
3 125 19%
4+ 108 15%
Children’s Health Insurance Total Percent
CHIP 96 7%
Medicaid 643 45%
No Health Insurance 101 7%
Private 598 42%
Health Coverage for Self Total Percent
Yes 456 66%
No 232 34%
Marital Status Total Percent
Single, Never Married 102 15%
Married 455 66%
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Table 11-3.

Demographic Information of Respondents for Family Health Survey

N=703
Demographic Number Percent
Divorced 68 10%
Separated 26 4%
Member of Unmarried Couple 39 6%
Widowed 2 0%
Household Income Total Percent
Under $10,000 165 25%
$10,001-$20,000 163 24%
$20,001-$30,000 122 18%
$30,001-$40,000 80 12%
$40,001-$50,000 43 6%
$50,001-$65,000 51 8%
>$65,000 49 7%

One hundred and twelve (112) families with children with special health care needs completed
the CSHCN survey. The Children’s Special Health program and the Infant-Toddler program
were the locations where most respondents learned of the survey. Respondents were asked to
indicate the primary insurance for their children with special health care needs (if they had more
than one child, they were to indicate for the child with the most medically complicated needs).
Just under half (45 percent) of the children had health insurance through the parent or guardian’s
employer, and 38 percent had Medicaid. The table below describes additional demographic

characteristics.

Table 11-4.

Demographic Information of Respondents for
Children’s Special Health Care Needs Survey

N=112
Demographic Number Percent
Location Where Respondent Received or Learned of
Survey
IPUL 3 3%
Infant-Toddler Program 38 35%
Family Voices 0 0%
Children’s Special Health Program 40 37%
School 2 2%
Other 26 24%
Number of Children Number Percent
1 25 23%
2 29 27%
3 30 28%
4+ 25 24%
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Table 11-4.
Demographic Information of Respondents for
Children’s Special Health Care Needs Survey
N=112
Children’s Health Insurance Total Percent
Private Insurance Through Employer 49 45%
Private Insurance Paid by Self 7 6%
Medicaid 41 38%
Katie Beckett 4 4%
Children's Health Insurance Program 5 5%
No Health Insurance 3 3%
Household Income Total Percent
Under $10,000 7 6%
$10,001-$20,000 15 14%
$20,001-$30,000 23 21%
$30,001-$40,000 15 14%
$40,001-$50,000 15 14%
$50,001-$65,000 16 15%
>$65,000 11 10%

3. Focus Groups to Obtain Information from the MCH Population Groups on MCH Needs
and Experiences Obtaining Services

Guided focus group discussions have been shown to illuminate issues and answer research
questions in more depth than individual interviews because participants within focus groups
often respond to ideas and opinions presented by other group members, thereby stimulating a
richer set of responses and ideas. Focus groups also are a respectful way of obtaining information
from consumers without using forms or surveys that may be off putting. In general, focus groups
provide access to people’s perceptions in a way that may not be otherwise obtainable.

The focus group facilitators were not based in the State and thus were less likely to be seen by
consumers and other stakeholders as having any “hidden agendas” and more as an unbiased
group whose goal is to learn about the experiences, beliefs, and concerns of the consumers about
MCH issues. Research questions focused on learning about services members of the various
MCH population groups have sought and why, what their experience has been in accessing
services, and what needs were unmet or inadequately met. The moderator guides are in Appendix
C.

HSR analyzed the focus groups using a transcript-based analysis of findings that involved the
development of a coding scheme that allowed the project team to assign codes to predominant
themes and subthemes of the group discussions.

HSR conducted eight focus groups in several regions of the State. Below is a description of the
number of participants by location.
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Table 11-5.

Focus Group Participant By Site of Group

Focus Group Participants

Number of Participants

Parents of Young Children

e Caldwell (Conducted in Spanish) 10
e Orofino 10
e Pocatello 9
e Bonners Ferry 7
Parents of Children with Special Needs
e Twin Falls 8
e Idaho Falls 6
TOTAL Parents 50
Latino Adolescents
e Nampa 9

Table 11-6.
Demographic Information of Focus Group Participants
Demographic Number (N=50) Percent
Number of Children
1 9 18%
2 15 30%
3 14 28%
4 6 12%
5 4 8%
7 1 2%
8 1 2%
Health Insurance for Children
Yes 38 76%
No 5 10%
Some Children Have, Some
Don’t 5 10%
N/A 2 4%
Health Insurance for Self
Yes 30 60%
No 10 20%
N/A 10 20%
Income
Under $10,000 8 16%
$10,001-$20,000 9 18%
$20,001-$30,000 7 14%
$30,001-$40,000 6 12%
$40,001-$50,000 6 12%
$50,001-$65,000 5 10%
>%$65,000 8 16%
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Table 11-6.
Demographic Information of Focus Group Participants
Demographic Number (N=50) Percent
N/A 1 2%
Race/Ethnicity
White 36 72%
Hispanic 13 26%
American Indian 1 2%
Last Grade Completed
Less than High School 5 10%
High-school Graduate 6 12%
Some College 16 32%
Associate's Degree 4 8%
Bachelor's Degree 11 22%
Graduate or Professional
Degree 6 12%
N/A 2 4%

The following table displays the demographic information for the nine Latino adolescent
participants:

Table 11-7.
Demographic Information for Latino Focus Group

Demographic Information Number
Age

14 2

15 5

16 2
Health Insurance

Yes 4

Don’t know 4

No 1
Saw a Doctor in the Last 12 months

Yes 7

No 2

C.  Analysis of Primary and Secondary Data

The analysis of both secondary and primary data was structured to permit the examination of the
relationships between groups, their needs, and the infrastructure, programs, and capacity in place
to address them. The analysis was conducted on a State level—in order to get a “big” picture—
but also was conducted on a regional or district level. This analysis will allow for planning for
MCH activities at both levels of the health infrastructure system. An important aspect of this task
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is the analysis of supportive, complementary, or contradictory data. Because all the secondary
data was collected for alternate purposes by different groups with varying levels of rigor, it was
analyzed to determine how well it fits together. Data was classified by population, location,
collection methodology, and how recent the data was collected.

An analysis of the relationship between needs and infrastructure or services also was conducted.
A critical part of the work accomplished under this needs assessment is learning what gaps exist.
This critical gap analysis takes the assessment well beyond the documentation of numbers of
people with particular issues and moves into other significant areas. These include what types of
infrastructure and services are in place to address those needs, who is involved, where there is
excess capacity, and where there is insufficient capacity. This analysis permits BOCAPS and its
partners to know where intervention efforts are most needed and to develop a concrete plan to
work toward the closing of gaps. The analysis examines the size of populations, the location of
populations, the services and infrastructure in locations that are appropriate to the population,
and finally the differences between the two.

D. Mechanisms for Stakeholder Input and Collaboration

Central to the needs assessment was engaging Idaho stakeholders in the process. The
involvement of MCH Advisory Group, the Capacity Assessment for the State Title V (CAST-5)
Team, and stakeholder meeting participants was critical to this process. These input mechanisms
enabled us to:

. Gather additional data and reports

. Understand the story behind the numbers

. Provide opportunities for feedback and suggestions

. Assess the impact and feasibility factors to be considered in establishing priorities

. Determine potential audiences for the assessment findings and distribution
mechanisms

. Begin to develop a plan to implement recommendations.

Below is a description of the role of the stakeholder meetings, Advisory Group, and CAST-5
Team in the assessment process.

1. MCH Advisory Group

To assure that the assessment truly met the needs of Idaho, HSR developed an Idaho MCH
Needs and Capacity Assessment Advisory Group to provide advice, guidance, and “reality
checks” to the process. Because they become invested in the process via membership in the
Advisory Group, the stakeholders involved in this group were also extremely helpful in
disseminating findings and promoting implementation of priorities.
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2. Capacity Assessment for State Title V (CAST-5)

An important element of this assessment is the analysis of the internal capacity of the Division of
Health. This was conducted using the CAST-5 Tool developed by the Association of Maternal
and Child Health Programs (AMCHP) and the Women’s and Children’s Health Policy Center at
The Johns Hopkins University.

CAST-5 participants included BOCAPS managers, including program directors and other key
personnel, representatives from other key Bureaus such as Health Promotions and Health Policy
and Vital Statistics, and several other stakeholders who work closely with the Division of Health
and could speak to the impact that capacity and State policies have on the broader community.

Although CAST-5 focuses on the State Title VV Program, MCH and MCH-related activities also
take place in programs outside of Title V. This means that the CAST-5 process produced
information that is useful within the context of larger systems and system assessments.

Participants in CAST-5 were asked to self-assess the Division of Health’s performance of MCH
essential services by rating the adequacy of specific process indicators. The CAST-5 assessment
also included components to determine specific resources or capacity needs and to identify
strengths, weaknesses, opportunities, and threats associated with the essential services.
Synthesis of results of the self-assessment process provided the basis for developing an action
plan to address priority needs for enhancing capacity.

3. Stakeholder Meetings

Three meetings were conducted in three different regions of the State; namely Coeur d’Alene,
Boise, and Pocatello. To better assure representation of all significant stakeholders in each of the
meetings, the meetings were publicized to community-based organizations, professional
associations, consumer and other organizations, BOCAPS programs and constituents, and all key
informants. At these meetings, HSR staff described the purpose of the needs and capacity
assessments, how the study was conducted and how the information could be used. A discussion
of the preliminary findings then followed that included the solicitation of any additional
information meeting attendees may have regarding needs and capacity issues.

Recommend MCH/CSHCN Priorities to Target Efforts for Improvement

There are many steps involved in reaching decisions about priorities and many factors to
consider in the decision making process. First and foremost, it is important to gather information
about the unmet and inadequately met needs of the MCH population and the capacity both
available and required to meet these needs. This is the function of the Title V needs assessment:
to provide the BOCAPS and its systems partners with the most current and reliable information
that is gathered from an array of sources using multiple methodologies. This information allows
those charged with making decisions about the allocation of limited resources to begin the
process informed about current and projected needs and capacities. This is the information that
HSR will provide to BOCAPS in this report.
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Clearly it is important to obtain as clear, comprehensive, and well-documented an assessment of
unmet and inadequately met needs and of existing capacity as possible to inform the
prioritization process. However, need cannot be used in isolation to determine priorities and
subsequently drive effective resource allocation. Many other factors are involved in the process
of identifying priorities and include the level of public awareness, attitudes, and concerns about
the issue. Issues of greater societal concern are more likely than lesser-known issues to be placed
on the political agenda. Other factors affecting priority setting include the “doability factor.”
Questions to raise about “doability” include: Can something realistically be done about the need?
Avre there resources available to address the need? If this need is addressed and resources
allocated to it, what other needs will remain unmet? If we can mobilize resources to address a
need, will our efforts have a meaningful impact? How do we define meaningful impact in terms
of the numbers of people affected, opportunities to prevent subsequent problems, the perceived
burden of the need on the individual, the community, society as a whole?

The questions raised above must be addressed by Idaho MCH decisionmakers and stakeholders.
It is the role of HSR to provide the stakeholders with as much information as possible in formats
that are readily understandable and to assist the stakeholders in the priority-setting process.
Several strategies were used by HSR accomplish this, including:

. Stakeholder feedback sessions
. Use of an Idaho MCH Needs Assessment Web site
. Collaboration with MCH systems partners.

The overall strategy regarding dissemination and discussion of the needs assessment findings,
recommendations, and priorities was to identify and build on the resources currently in place in
Idaho. This serves a twofold purpose. First, it is a cost-effective way to reach as many
stakeholders as possible; and second, it facilitates the involvement and investment of a range of
stakeholders in promoting MCH in Idaho, helping them to internalize the notion that “MCH is
everybody’s responsibility.”
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Chapter Il

Idaho Demographics and Family Security

This section of the report contains an overview of population demographics and a description of
several family security issues important to maternal, child, and family health.

A.  Population Demographics
Population Density

The population in Idaho has increased nearly 36 percent, from 1,006,749 in 1990 (Idaho’s
Health, 1999) to 1,366,332 in 2003 (Population Division, 2004). The most populous counties
include Kootenai, Canyon, Ada, Bonneville, and Bannock, each of which has over 100,000
people. However, nearly 75 percent of the Idaho’s counties have fewer than 25,000 people
(Figure 111-1). A third of Idaho’s population resides in rural areas, a much greater proportion than
the national average (Figure 111-2). In addition, about 3 percent of Idaho’s land area was defined
as frontier in 2000. ldaho also ranks 8th in the nation for its disproportionately high number of
people that reside in frontier counties. In 1997, the Frontier Education Center adopted a
consensus definition of “frontier” based on a matrix of population density, distance in miles, and
travel time in minutes from a market-service area. This definition has since been adopted by the
National Rural Health Association and the Western Governor’s Association. Based on this
definition, 19.4 percent, or 243,664 individuals, resided in frontier area during 2000 (Frontier
Education Center, 2004). The following map displays population numbers by county followed by
a chart describing the rural or urban population distribution.
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Figure 111-1: Population distribution by county in Idaho, 2003
Source: Population Division, 2004
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Population Groups by Age and Gender

Nearly a third of Idaho’s population are children, and about a quarter of the children were under
the age of 5 during 2002 (Table I11-1). The counties with the greatest proportion of children
under age 19 are concentrated in the southern part of the State. Counties with over 35 percent
children include Clark, Fremont, Bingham, Power, Cassia, Franklin, and Bear Lake (Figure I11-
4). One third of the population are adults between the ages of 20 and 44, and the remaining third
are over the age of 45. The age distribution in Idaho was similar among males and females
during 2002 (Table I111-1).

Table I11-1.
Distribution of Idaho’s Population by Age and Sex, 2002
Female Male

Age Group N % N %

All Ages 669,186 100 671,945 100

0-19: 202,047 30.2 213,238 31.7
<5 48,695 7.3 51,255 7.6
5-19 153,352 22.9 161,983 24.1

20-44 230,878 34.5 239,591 35.7

>45 236,261 35.3 219,116 32.6

Source: Idaho Department of Health and Welfare, 2004
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Percent of County Population Under 19, 2002
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Figure 111-4: Distribution of Population Under Age 19 by County, 2002
Source: Idaho Department of Health and Welfare, 2004

Population Groups by Race and Ethnicity

Idaho’s non-Hispanic White population has decreased from 94 percent in 1990 to 92 percent in
2003, while all other racial and ethnic groups experienced an increase during this time (Table I11-
2). The population group that has experienced the greatest increase is Hispanics, who now
comprise 8.3 percent of the population. Hispanics are largely concentrated in the southern
counties. Counties with greater than 20 percent Hispanics include Owyhee, Clark, Jerome,
Cassia, and Oneida (Figure 111-5).

The second largest racial or ethnic minority group is American Indian, accounting for 1.8 percent
of Idaho’s population in 2003 (Table 111-2). The American Indian population is concentrated in
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the reservations and population centers that comprise Idaho’s six American Indian tribes: 1)
Kootenai, 2) Coeur d’Alene, 3) Nez Perce, 4) Shoshone Paiute, 5) Shoshone Bannock, and 6)
Northwest Band of Shoshoni Nation (Idaho Department of Health and Welfare [IDHW], 2004).
Counties with greater than 4 percent American Indians include Bingham, Nez Perce, and Lewis
(Figure 111-5). Asians and Pacific Islanders represented 1.5 percent of Idaho’s population in 2003
while Blacks represent just .57 percent. (Table I11-2).

Table I11-2: Distribution of Idaho’s Population by Race and Ethnicity, 2003

- 1990 2003
Race/Ethnicity N % N %
Total 1,006,749 100 1,333,165 100
White 950,451 94.4 1,231,240 92.4
Black 3,370 0.3 7,661 0.57
American Indian 13,780 1.4 24,042 1.8
Asian/Pacific Islander 9,365 0.9 20,040 1.5
Hispanic, Any Race 52,927 5.3 110,604 8.3

Sources: 1990 data is from the Population Division (2001) and 2003 data is from the Population Division (2004)

The following maps display the distribution of American Indian and Hispanic residents by

county.
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Percent of Population: American Indian
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Figure 111-5: Distribution of American Indian Population in Idaho by County, 2002
Source: Idaho Department of Health and Welfare, 2004
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Percent of Population: Hispanic
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Figure 111-6: Distribution of the Hispanic Population in Idaho by County, 2002

Source: Idaho Department of Health and Welfare, 2004
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Household Composition

There were 503,145 households in Idaho during 2003. About 72 percent of these households were
comprised of families, a slightly higher proportion than all U.S. households (Table 111-3). Family
households in Idaho were more likely to be headed by married couples and less likely to be headed
by single females than the national average (Figure 111-7).

Table 111-3: Comparison of the Distribution of Household Types Between Idaho and the
U.S., 2003

Idaho U.S.
Household Type
yp n % n %
Total Households: 503,145 100| 108,419,506 100
Family: 360,170 71.6| 73,057,960 67.4
Non-family 142,975 28.4] 35,361,546 32.6
Source: Population Division, 2004
90 779
751 69.6
g 60 Hidaho
S 457 23.8 mU.S
P 30 - 17.1 =~ i
15 - 50 6.6
0 ‘ ———
Married-couple  Female-headed, Other
families no husband
present
Family Type
Figure llI-7: Comparison of Family Households with Own
Children Between Idaho and the U.S., 2003

Source: Population Division, 2004

Country of Birth and Preferred Language

Nearly 6 percent of Idaho’s population was foreign born in 2003; only about a third of those
foreign born were U.S. citizens (Table I11-4). The majority, 66 percent, were recent immigrants
that entered the country after 1990. Almost three times as many immigrants came from Latin
America compared to all other regions (Figure 111-8). Many immigrants in Idaho have difficulty
speaking English. Asian and Pacific Island language speakers had the greatest difficulty speaking
English, while other Indo-European language speakers had the least difficulty (Figure 111-9).
Counties with the highest proportion of individuals over age 5 that speak 2 or more languages
and speak English less than very well include Clark, Owyhee, Gooding, and Minidoka (Figure
111-10).
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Table 111-4: Characteristics of Idaho’s Immigrant Population, 2003

Characteristics n %
Total Population: 1,333,165 100
Foreign Born: 78,739 59
Naturalized Citizen 25,206 32.0
Not a Citizen 53,533 68.0
Entered 1990 or Later 51,957 66.0
Entered Before 1990 26,782 34.0
75.00
57.59
60.00 |
£ 45.00 -
$ 3000 17.98 17.20
15.00 7.20
0.00 [ '
Latin America Asia Europe Other
Region of Origin
Figure 111-8: Distribution of Immigrants by Region of
Origin, 2003

Source: Population Division, 2004

The following figure displays the percent of immigrants in Idaho who speak English less well
than they speak their primary language.

75
55.6
- 60 4/7.0 43.6
c 45 i
g 29.0
o 30
o
15
0
Spanish Asian and Other Indo- All other
Pacific Island European
Primary Language
Figure 111-9: Proportion of Immigrants that Speak English
Less than Very Well by Primary Language, 2003

Source: Population Division, 2004
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Percent of Population: English Proficiency
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Figure 111-10: Distribution Population over Age 5 that Speak 2 or More Languages and

Speak English “Less than Well,” 2000
Source: Population Division, 2001

Income

Idaho’s median household income during 2001-2003 was $40,230, which was lower than both
the Region X average of $45,941 and the U.S. average of $43,527 (DeNavas-Walt et al., 2004).

Idaho’s population also earned less than all Americans across all types households and
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individuals in 2003. This regional income disparity was greatest among family households and
female, full-time, year-round workers (Table 111-5). Nearly two-thirds of Idaho’s counties earned
less than $35,000 per household in 1999. Counties with the lowest earning households include
Shoshone, Idaho, Adams and Owyhee (Figure 111-11).

Table I11-5: Comparison of Median Household Income Among Different Types of
Households and Individuals Between Idaho and the U.S., 2003

Type of Household or Individual Idaho U.S. Difference
All Households: $39,492 $43,564 -$4,072

Family $46,783 $52,273 -$5,490

Non-family $22,854 $26,341  -$3,487
Male, Full-time, Year-round Workers $35,171 $40,456  -$5,285
Female, Full-time, Year-round $25,119 $30,507 -$5,388
Workers

Source: Population Division, 2004
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Median Household Income, 2002
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Figure I111-11: Distribution of Median Household Income by County, 1999
Source: Population Division, 2001

Poverty Levels

The proportion of people in poverty in Idaho was 11.0 percent during 2001-2003, which was
comparable to Region X range (9.0-11.7 percent) and slightly below the national average of 12.1
percent (DeNavas-Walt et al., 2004). Young children under age 5 experienced the most poverty
in Idaho, about 19 percent compared to just 12 percent compared to adults age 18 and older
(Table 111-6). The burden of poverty is experienced in most regions of state. Just one county,
Blain, has fewer than 5 percent of populations living below the FPL. About 44 percent of
counties have over 10 percent of their populations living in poverty, with one county with over
15 percent of its population in poverty, Clark.
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Table I11-6: Comparison of the Proportion of Different Types of Individuals Living Below
the FPL Between Idaho and the U.S., 2003

Type of Individual Idaho U.S.
All Individuals 13.9% 12.7%
Related Children Under Age 5 19.3% 20.5%
Related Children Ages 5-17 16.1% 16.1%
Adults Age 18 and Older 12.3% 11.0%

Source: Population Division, 2004
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Figure 111-12: Distribution of Families Living Below the FPL, 1999
Source: Population Division, 2001
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There are also racial and ethnic disparities in poverty rates in Idaho. The poverty rate for
Hispanics was 37 percent compared to just 11 percent among whites during 2002-2003. This is
an even higher proportion of Hispanics living below the FPL than the national average, 30
percent (Kaiser Family Foundation, 2005). Idaho’s American Indian population has also
experienced a disproportionately high burden of poverty. Nearly a quarter of Americans Indians
lived below the FPL in 2000 (Turner, 2004).

Educational Levels

Just 12 percent of Idaho’s adults age 25 and older had less than a high school diploma or
equivalent in 2003, representing a lower proportion than the national average. In addition,
Idaho’s adults were also much more likely to have completed some college than the U.S. (Table
I11-7). There was a significant amount of variation in educational attainment among racial and
ethnic groups in Idaho. Adults in all racial and ethnic groups, except for Hispanics, were slightly
more likely than the national average to have a high school diploma or greater. Fewer than half,
44 percent, of Hispanic adults completed high school in 2002, an even lower proportion than the
national average, 52 percent (Figure I11-13). A smaller proportion of Idaho’s adults had a
bachelor’s degree or higher across most racial and ethnic groups. This proportion was smallest
among American Indians, 9.5 percent, and Hispanics, 6.6 percent (Figure 111-14).

Table I11-7: Comparison of the Education Attainment of Individuals Age 25 and Older
Between Idaho and the U.S., 2003

Educational Attainment Idaho U.S.
Less than High-School Graduate 12.1 16.4
High-School Graduate (Including Equivalency) 29.6 29.8
Some College, No Degree 26.1 20.3
Associate Degree 8.1 7.0
Bachelor’s Degree or Higher 24.0 26.5
Source: Population Division, 2004
100%
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Figure IlI-13: Comparison of the Proportion of Adults Age 25 and
Older with a High-School Diploma or Higher Between Idaho and the
U.S., 2000

Source: Synder et al., 2004
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Figure IlI-14: Comparison of the Proportion of Adults Age 25 and
Older with a B.A. or Higher Between Idaho and the U.S., 2000

Source: Synder et al., 2004
Employment

The majority of individuals over age 16 participated in the labor force, the majority in the
civilian occupations, in 2003. Similar to the U.S., about 15 percent fewer females than males
participated in the labor force. Idaho’s unemployment rate was lower than the national average
among both males and females, 6.6 percent and 7.1 percent respectively (Table 111-8). The
plurality of workers, nearly a third, were employed in management, professional, and related
industries, followed by the sales industry, 24 percent. Just 3 percent of workers were employed
in farming, fishing, and forestry industries (Figure 111-15). The self-employment rate, or the
proportion of all employed people who have their own businesses, was 23 percent in Idaho,
compared to 18 percent in the U.S. during 2002. Idaho currently ranks fourth in the nation for its
relatively high self-employment rate (Northwest Area Foundation, 2005).

Table 111-8: Comparison of Employment Status of Individuals Age 16 and Older Between
Idaho and the U.S., 2003

Idaho U.S.
Employment Status Females Males Females Males
In Labor Force 60.1 74.6 59.0 73.5
Civilian Labor 99.9 99.4 99.9 99.3
Force
Employed 92.9 93.4 92.4 92.3
Unemployed 7.1 6.6 7.6 7.7
Not in Labor Force 39.9 25.4 41.0 26.5

Source: Population Division, 2004
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Figure 11l-15: Distribution of Occupation Types Among
Workers Age 16 and Older in Idaho, 2003

Source: Population Division, 2004
Summary

Idaho’s population is increasing significantly particularly in the southern part of the State along
the Snake River. However, large areas of Idaho are sparsely populated with Idaho ranking eighth
in the nation for the high number of people that reside in frontier counties.

Nearly one-third of Idaho residents are children and almost 25 percent of children are under the
age of 5 years. Again the southern area of the state accounts for the majority of residents under
the age of 19 years. The non-Hispanic White population in Idaho has decreased somewhat from
1990 to 2003; however, the vast majority of Idaho residents are non-Hispanic White. Hispanics
comprise a growing proportion of the population (8.3 percent) and are largely concentrated in the
southern section of the State. Nearly 6 percent of Idaho’s population was foreign born in 2003,
and a third of those foreign born were U.S. citizens. Many immigrants report difficulty speaking
English. American Indians account for almost 2 percent of Idaho’s population and are
concentrated in the reservations and population centers that comprise Idaho’s 6 American Indian
tribes.

The majority of households in Idaho are headed by married couples. Idaho’s median household
income was $40,230 during 2001-2003, lower than both the regional and overall national
averages. Young children in Idaho experience the most poverty in Idaho with overall poverty
levels fairly consistent across the State. Racial and ethnic disparities are, however, present in
Idaho with a poverty rate of 37 percent reported for Hispanics compared to 11 percent for whites.
Nearly 25 percent of Idaho’s American Indian population live below the poverty level. There are
also racial and ethnic disparities in educational levels with Hispanics reporting lower educational
attainment levels than Whites. Overall Idaho’s unemployment is below the national average.
Idaho ranks fourth in the nation for its relatively high self-employment rate.

This demographic information provides a context for the subsequent discussion of family
security issues in Idaho.
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B.  Family Security

Infants, children, and adolescents thrive in families where they feel a sense of security and
belonging. There are numerous studies linking parenting practices with parental employment,
income and poverty, education level, family structure, and parental psychological well-being and
supports. Addressing these socioeconomic factors requires a broad range of service strategies.
Moreover, it requires a system where each service provider builds on their strengths and where
the needs of the family are met holistically, promptly, and effectively (Morrill, 1992).

There are many components of family security, and the following are examined in this
assessment:

. Economic security

. Housing security

. Food security

. Health care access security

Also included is a description of what parents say they need to care for their families and what is
currently available in Idaho to address these needs.

1. Economic Security

To adequately care for infants, children, and adolescents, the adults in their lives must have a
source of income that can adequately meet the needs of Idaho’s youngest citizens. The 2004
Federal poverty guidelines designate a family of four with a gross yearly income of $18,850 as
living in poverty. Fifteen percent or 71,921 families in Idaho report incomes under $35,000. Data
for the year 1999 and reported in the 2000 Census, reveal that approximately 7.1 percent of
Idaho’s 470,133 households earned less than $15,000; another 15.3 percent earned less than
$25,000. An additional 15 percent of households reported incomes less than $35,000.

According to the 2004 Job Gap Study Report commissioned by the Northwest Federation of
Community Organizations (NWFCO), a budget of $38,081 or $18.31 per hour is required in
Idaho to provide a family of 4 with a decent and safe standard of living (Northwest Federation of
Community Organizations and Sommers, 2004)). Currently in the State, a full-time head of
household earning minimum wage ($5.15) has a gross income of $10,712 or $8,138 below the
Federal poverty level. The Study reported statewide averages but stressed that in some areas of
the State costs are higher (particularly for housing and childcare) and, as a result, living wages
are higher.

While Idaho’s overall unemployment rates remained fairly steady throughout the 1990s, during
2001, the number of unemployed persons increased by 18.1 percent. The National Center for
Children in Poverty (2005), using 2001-2003 data from the Current Population Survey, reported
that 93 percent of low-income children had parents who were employed full or part time or part
of the year as opposed to a national average of 83 percent.
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Table 111-9.
Low-income Children: Parental Employment
Employed Full- Employed Part-
time/Year-round year or Part-time
(Parent Who Works (Parent Who No Parent
Most) Works Most) Employed
National
55% 28% 17%
Idaho 94,274 50,240 10,302
61% 32% 7%

Source: National Center for Children in Poverty, 2005. (Note: Data calculated from the Annual Social and Economic
Supplement (the March supplement) of the Current Population Survey from 2002, 2003, and 2004, representing
information from calendar years 2001, 2002, and 2003. NCCP averaged 3 years of data because of small sample
sizes in less-populated States. The national data were calculated from the 2004 data, representing information from
calendar year 2003. )

Department of Labor projections from 1998 to 2008 estimate that jobs requiring only on-the-job
training and that pay a living wage comprise the top 10 “declining occupations” in ldaho. The
indication is that without a degree or other professional training, it will become increasingly
difficult to earn a living wage in Idaho. The NWFCO study found that for each job opening in
Idaho, regardless of pay, there are two job seekers on average. Each job opening that pays at
least the $18.82-an-hour living wage attracts on average 10 job seekers (Hall, 2004).

Most publicly funded programs in Idaho administered by the State are limited to families with
children. This includes Idaho’s Temporary Assistance to Needy Families (TANF) program,
referred to as Temporary Assistance for Families in Idaho (TAFI). While the earnings limit for
receiving TAFI is low compared to TANF programs in neighboring States, it is in the middle
range (Idaho ranks 29™) for all States and Territories. Idaho’s program includes a maximum
monthly family cap of $309 regardless of the number of persons in the household, mandatory 2-
year lifetime limit, strict work requirements, treatment of vehicles over $4,650 as assets, and
extremely limited access to training programs. Idaho is one of 5 States that require women with
infants to meet work requirements once the child turns 12 weeks (Office of Family Assistance,
2002).

There are also very limited work exceptions available in Idaho. In the focus groups with families
of children with special health care needs, one of the parents reported that she was a TAFI
recipient who needed to stay home to take care of her critically ill child. She indicated that it was
extremely difficult to obtain a work exemption and that she has been told that she will not be
given an exemption to the 2-year time limit. TAFI benefits do not continue for children after the
family reaches the lifetime limit (Idaho Housing and Finance Association and Idaho Department
of Commerce, 2000). Table 111-10 displays the TANF applicant earnings limits and maximum
benefit for a family of three in 1daho and three contiguous States.
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Table 111-10.
Applicant Earnings and Monthly Maximum Benefits for Idaho and Three
Contiguous States — TANF (2002)
State Applicant Earnings Limit for | Monthly Maximum
1-parent Family of 3 Benefit for Family of 3
Idaho $7,766 per Year $309
Montana $10,512 per Year $507
Washington $13,104 per Year $546
Wyoming $6,480 per Year $340

Source: National Center for Children in Poverty, 2005 (Note: analysis of Gretchen Rowe with Victoria Russell, The
Welfare Rules Databook: State Policies as of July 2002, Assessing the New Federalism, The Urban Institute, 2004)

It is important to note that while other States increase the monthly benefit for family size, Idaho
has a family cap of $293 so benefits do not increase with family size (Figurelll-16).

OIdaho
$400 - HU.S.

$0 ‘ ‘
One child Two children Three Four or more
Families with chilldheen children

Figure 111-16: Comparison of Average Monthly Amount of Cash Assistance Between

TANF Programs in Idaho and the U.S. (October 2000-September 2001)
Source: Office of Family Assistance, 2002

A combination of the State’s stringent policies and a State culture that discourages the receipt of
public assistance combines to limit the number of families who receive cash assistance.
According to the National Center for Children in Poverty (NCCP), the percentage of low-income
children who receive TANF is lower in Idaho than in any other State. NCCP reports that only 5
percent of low-income children in Idaho receive TANF, compared to 12 percent nationally
(Koball and Douglas-Hall, 2004). Idaho’s TANF caseload declined 90 percent between the
passage of Federal welfare reform in August 1996 and September 2001. Only Wyoming had a
larger decline. Idaho’s decline is even larger in magnitude when one considers Idaho’s rapid
population growth. While there has been a recent increase in the caseload, TAFI continues to
cover only a small portion of the low-income population.
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2. Housing Security

As the nation’s fifth fastest-growing State during the 1990s, Idaho’s housing market expanded in
almost all areas of the State. Of 527,824 housing units in April 2000, over 23 percent were
constructed during the 1990s. Assuming a continuation of population trends, Idaho would need
to fill or build approximately 8,500 new housing units each year to accommodate projected
households (Idaho Housing and Finance Association and Idaho Department of Commerce,
2000).

However, given the costs of building and rehabilitating housing and an increase in demand for
housing that has exceeded supply, the price of housing has been pushed up faster than incomes
can increase (Idaho Housing and Finance Association and Idaho Department of Commerce,
2000). Large numbers of households are burdened by the high cost of housing relative to their
incomes. Many of these families are housed in substandard or overcrowded units, while others
are homeless. According to the Idaho Housing and Finance Association’s analysis of 2000
Census data, 4,438 housing units in ldaho lacked complete plumbing facilities and 3,232 units
lacked complete kitchen facilities (Idaho Housing and Finance Association, 2001).

The standard for housing affordability adopted by the Federal Government is that households
should pay no more than 30 percent of income to meet their housing costs. Households that pay
more than 30 percent of their income for housing are considered “housing cost burdened” and
those that pay more than 50 percent are considered “severely cost burdened.” As income
increases, households are generally able to afford more and better housing. Table I11-11
describes the percent of housing burden by Region in Idaho.

Table 111-11.
Housing Cost Burden — Idaho 2001
Region Housing Cost Burdened | Severely Cost Burdened
I 33.5% 15.2%
1 33.0% 18.8%
11 26.5% 11.0%
v 23.1% 9.0%
V 30.5% 14.7%
VI 28.5% 12.1%
VII 34.9% 15.5

Source: Idaho Housing and Finance Association, 2001

A federally sponsored rental housing choice voucher program designed to assist very low-
income families to afford safe and sanitary housing in the private market is referred to as Section
8 Housing. Housing vouchers are administered locally by public housing agencies (PHA) that
receive Federal funds from the U.S. Department of Housing and Urban Development (HUD) to
administer the voucher program. There are 10 PHAs in Idaho. Eligibility for the program is
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determined by the PHA based on the annual gross income and family size and is limited to U.S.
citizens and special categories of noncitizens who have eligible immigration status. Table 111-12
provides some data about the utilization of the Section 8 program in Idaho. The number of
recipient households with children increased from 1998 to 2000 but the spending per household
decreased in that same period.

Table 111-12.
Idaho Section 8 Rental Housing VVouchers
# of Recipients * # of Recipient | Total Spending Spending per
Households on All Households | Household per
with Children | (Federal Dollars Year

in Millions)
2004 | 2000 1998 2000 | 1998 | 2000 1998 2000 1998

ID
Total 6,093 | 5,384 4,844 3,360 | 3,342 | $19.9 $21.0 $3,696 | $4,332
Region X
Averages | 18,582 | 14,461 | 13,658 | 8,234 | 7,866 | $67.6 $69.5 $4,545 | $5,076
* Figure includes households with and without children. Nationally, about 60 percent of vouchers go to
households with children; Idaho reported 63 percent of vouchers to households with children in 2002.
Source: National Center for Children in Poverty, 2005b

To better understand Idaho’s housing conditions the Idaho Housing and Finance Association
(IHFA) conducted a survey of housing units under the Section 8 certificate and voucher program
in mid-1999. Section 8 housing is representative of the modest housing stock in each housing
market studied. The worst housing conditions were found in Wallace, Lewiston, Orofino,
Grangeville, McCall, and Mountain Home. Other areas with documented severe need for
housing rehabilitation include certain neighborhoods in North Nampa, Garden City, and central
Pocatello (Idaho Housing and Finance Association, 2001).

Another resource available to support adequate housing for families is the LIHEAP Energy
Assistance Program that includes weatherization, heating system repairs and energy costs. This
program is administered by the Community Action Agencies. These six agencies are organized
into an association know as The Community Action Partnership Association of Idaho and are
active in a range of activities to assist low-income families.

Special Populations

In recent years, there has been a significant increase seen in the number of families experiencing
homelessness. Data collected via IHFA’s Homeless Tracking System (HTS) indicated that in
1997 families with children comprised 40 percent of the total homeless population served by
homeless service providers. However in 1999, 68 percent of the homeless served were members
of families. In Idaho, single-parent families headed by women were at the highest risk for
homelessness with 62 percent of homeless families comprised of single women with children, 35
percent were comprised of two parents with children, and 3 percent were single men with
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children. There is a network of six Community Action Agencies (CAAS) using resources from
the Federal Community Services Block Grant to assist identified homeless clients ((Idaho
Housing and Finance Association, 2001). The CAAs are also involved in other housing programs
designed to promote home ownership.

As one of the least urbanized states in the nation, Idaho’s low population density makes it
impractical and cost prohibitive to develop shelter facilities with supportive services in every
community. Transportation to larger communities is often not available and families are often
reluctant to leave whatever support system they currently may have in the smaller communities.
In rural Idaho, people who are homeless are more likely to live in a car or camper, with friends
or relatives or in substandard housing. The Five-Year Strategic Plan for Housing and Community
Develop recommends that the definition of homelessness be expanded in rural States such as
Idaho to include persons who lack permanent housing and are living double up with friends.

While 76 percent of the homeless in Idaho are classified as non-Hispanic White, an examination
of the homeless population in Idaho reveals that there is an over-representation of both Hispanic
persons and African Americans who are homeless. Persons of African American decent make up
0.5 percent of the general population and 1 percent of the homeless population. Hispanic persons
make up 7 percent of the general population but 11 percent of the sheltered homeless population
(Idaho Housing and Finance Association, 2001).

These numbers probably underestimate the number of persons of Hispanic descent that
experience homelessness in Idaho because migrant workers, who are predominately Hispanic,
are extremely vulnerable to homelessness and are less likely to seek services through traditional
homeless shelters due to language and cultural factors. Subpopulations of homeless include
women and children who may be fleeing domestic violence.

Migrant and seasonal farm workers are often at considerable risk for inadequate housing.
Extreme poverty caused by very low-wage jobs, low educational attainment, short-term jobs, and
long distances between migratory jobs makes it difficult for farm workers to commit to the 6-
month lease required in most housing markets. Farm-worker families also experience
discrimination and are vulnerable to exploitation by opportunistic landlords.

Interestingly, IHFA reports that most of the telephone calls to their housing hotline come from
single mothers with one or more children with a majority indicating that their financial hardship
could be alleviated if they received their regular court-ordered child support or alimony. The
report states that in many cases, these women are working one or more low-paying jobs and feel
that since they do not receive public assistance, the State is slow (at best) to pursue deadbeat
dads for child support owed (Idaho Housing and Finance Association, 2001).

3. Food Security

Food security, defined as access by all people at all times to enough food for an active, healthy
life, is one of several conditions necessary for a family to be healthy and able to care for its
members. Food insecurity occurs whenever the availability of nutritionally adequate and safe
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foods or the ability to acquire acceptable foods is limited or uncertain. Hunger is defined as the
unpleasant or painful sensation caused by a recurrent lack of food.

A report developed by the Economic Research Service of USDA on food security and using CPS
data for the years 1995-2003 revealed that overall households with children reported food
insecurity at more than double the rate for households without children. Among households with
children, those with married-couple families showed the lowest rate of food insecurity. Children
living with a single mother were more affected by resource-constrained hunger, as were Black
and Hispanic children. Regionally, the prevalence of food insecurity was higher in the South and
West than in the Northeast and Midwest. In Idaho, 13.7 percent of households were identified as
food insecure (with or without hunger) in comparison with an overall national rate of 10.8
percent. The difference between the Idaho and national rates was reported as statistically
significant (Sullivan and Eunyoung, 2002).

The Idaho Community Action Network (ICN) surveyed 134 low-income families to assess their
ability to provide healthy meals to their families. Although the sample is small, the survey
findings indicate the need for further investigation of the issues and the seriousness of food
insecurity for many low-income families. The survey found that:

. Close to 60 percent of the families surveyed could provide 3 balanced meals only
3 times per week

. More than half indicated that they did not have enough money to buy food to last
for an entire month

. 72 percent of adults and 40 percent of children using food stamps reported eating
less or skipping meals due to a lack of available food

. Nearly all families reported difficulties applying for the Food Stamp Program

. Almost all families reporting using hunting and fishing as a source of food,

indicated that they could not afford the licenses and tags required (Hall, 2001).

Those who responded to the survey are families sufficiently connected to the system to obtain a
survey. Families not connected in any way to the system may have even higher levels of food
insecurity.

The Food Stamp Program is intended to provide a basic safety net with the goal of alleviating
hunger and malnutrition by permitting low-income households to obtain a more nutritious diet
through normal channels of trade. Eligible families receive a debit card that can be used instead
of cash to purchase food items. The amount of Food Stamps provided is based upon monthly
income. Idaho applicants are asked to complete a 4-page application and participate in an
interview with a caseworker before a decision about benefits can be made. Applicants must
provide their social security card or other residency documents; proof of income; recent bank
statements; value of vehicles owned; proof of stocks, bonds, life insurance, etc.; proof of
identity; and proof of child care costs if any. If the applicants’ monthly income is less than $150
and assets are less than $100, or monthly income plus assets is lower that housing and utility
costs, or someone in the household is a migrant or seasonal worker, eligibility may be approved
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within 7 days of application. The following Table displays the average number of food stamp
recipients by State region and statewide for the years 1998 and 2002.

Table 111-13.

Average Monthly Number of Food Stamp Recipients. 1998 and 2002
Healthand |1 I I v \Y VI Vil Statewide
Welfare
Regions
1998 9,649 |5,362 | 12,481 | 11,741 | 6,723 | 9,209 6,883 | 8,864
2002 11,378 | 5,414 | 15,572 | 13,739 | 7,787 | 10,615 | 7,932 | 10,334

Source: Substance Abuse Social Indicators, 2004

The maximum food stamp benefit for a family of 3 is $371 per month. In FY 2002, 36,000
children were program recipients. Only 34 percent of households with children with incomes less
than 130 percent of the poverty level were enrolled in the program in 2002 (National Center for
Children in Poverty, 2005a).

USDA’s Food and Nutrition Service (FNS) calculates State-by-State participant access rates
(PARSs) for the Food Stamp Program. The PARs measure the extent to which low-income people
are participating in the food stamp program. Idaho’s participation rate for 2003 was 62.5 percent
and ranked as 28" in overall state participation rates. The U.S. average participation rate is 61.5
percent. Implementation in 1997 of the 1996 welfare law had many unintended, adverse effects
on the food stamp program as many people lost food stamp stamps (for which they were still
eligible) at the same time that they lost TANF benefits.

Federal funding provided to Idaho in 2002 totaled $62 million (National Center for Children in
Poverty, 2005a).

Other food resources in Idaho include the WIC program where mothers may obtain formula for
their infants or supplemental food for themselves if breastfeeding their infants. In addition, the
network of Community Action Agencies sponsors nutrition programs that distribute donated and
USDA commaodities to food banks, pantries, and soup kitchens in many communities in Idaho.

4. Health Care Access Security

Health insurance is a fundamental need in the United States as it facilitates access to affordable
preventive, acute and chronic care. It also promotes the use of regular care and therefore
decreases reliance on high-cost emergency room and inpatient care. Families recognize the
importance of health insurance as reflected in the following quote from an Idaho parent
participating in a focus group conducted for the assessment.
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What Do Parents Say?
“You know your kid’s sick but if you don’t have health coverage, you are sunk.”

Focus Group Participant

About 85 percent of Idahoans have some form of insurance. This figure includes both children
and adults. However, a closer review of the data reveals that a larger proportion of women are
uninsured, and almost a quarter of children are enrolled in Medicaid (Figure 111-17).

Figure 111-17: 1daho Population Distribution by Insurance Status, 2002-2003

Idaho Population Distribution by Insurance Status, 2002-2003
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Source: Kaiser Family Foundation, 2004 (Note: analysis of Urban Institute and Kaiser Commission on Medicaid and
the Uninsured estimates based on pooled March 2003 and 2004 Current Population Surveys)

There are also vast differences in coverage by ethnicity. While only 31 percent of Hispanics are
insured by their employer, 64 percent of Whites are employer insured. Low-income individuals
are more likely to be uninsured or on Medicaid than those 200 percent above the Federal poverty
level. Nearly half of all Hispanics in Idaho lack health insurance.

Table 111-14.
Type of Health Insurance by Income and Ethnicity (2002-2003)
Low Income
(<200% of FPL) | 200% or More Hispanic White
Employer 20 80 31 64
Medicaid 28 5 21 12
Uninsured 35 12 45 17

Source: Kaiser Family Foundation, 2004 (Note: analysis of Urban Institute and Kaiser Commission on Medicaid and
the Uninsured estimates based on pooled March 2003 and 2004 Current Population Surveys)
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Of Idaho’s uninsured between ages 18 and 64, 80 percent are members of working families.
Focus group participants described employers’ coverage that only insured the working adult, or a
portion of his or her family. The rest of the family was uninsured (Idaho State Planning Grant,
2001).

The prevalence of uninsured varies by county with a high of over 30 percent of individuals
uninsured in Owyhee, Fremont, Jerome, and Bear Lake Counties. The greatest concentration of
the uninsured resides in the urban centers of Ada, Kootenai, and Canyon Counties (Idaho State
Planning Grant, 2001).

Those ages 18-24 are more likely to be uninsured than those in other age categories. There are an
estimated 30,000 uninsured children (under the age of 18) that qualify for the Children’s Health
Insurance Program (CHIP) or Medicaid that are not enrolled (Idaho State Planning Grant, 2001).

Adequacy of Health Insurance

The financial impact on families of obtaining or not having health insurance was described by
focus group participants.

What Do Parents Say?

“The only way we can afford health insurance is to have bare bones, catastrophic
illness only. Our deductible is $7,500, so we pay bills up front and that is the only way
we can afford health insurance. It’s nerve rattling.”

“You can’t afford not to have health insurance, because one major illness could
bankrupt your family. We have scrapped the bottom of the barrel, but we’ve never
given up Health insurance.”

Focus Group Participants

While it is important to know the number of those uninsured, it is also important to examine the
adequacy of health insurance. High deductibles and high copays can affect a family’s economic
security. In the recent study published in Health Affairs, almost half of all personal bankruptcy
filers in the United States cited medical causes. Among those whose illnesses led to bankruptcy,
75.7 percent had insurance at the onset of illness. Even middle-class insured families can be
financially devastated from trying to pay for catastrophic care (Himmelstein et al., 2005).

Living in a rural State such as ldaho increases the risk of being under- or uninsured. Rural
economies tend to be dominated by smaller employers, low-wage employers and the self-
employed. When rural residents enter the private insurance market, they are likely to pay higher
administrative fees, find fewer health insurance choices, and be underinsured. Rural residents
pay a higher proportion of their income for health insurance, because premium rates in the rural
United States are comparable to or even higher than those living in urban areas, but average
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income is lower. There is also growing evidence that rural residents have health coverage that
pays less of their health care bills and that they spend more of their income on health care
costs—two of the current definitions of underinsurance (National Rural Health Association,
2004).

Focus group participants described lack of adequate insurance as affecting their health-seeking
behavior and family life. For example, it contributed to their choosing a direct-entry midwife,
forgoing medical visits, and taking a second job to pay for health costs.

What Do Parents Say?

“Deciding when to take the children to the doctor has been an issue between
my husband and | because I’m thinking, ‘Boy, they better get to the doctor.
They need it,” and my husband is worried about the cost, so he’s thinking, ‘You
better wait.’ It’s a very valid concern for people that have high deductibles,
because it is coming out of our pocket. It’s just a difficult issue for middle
income families. | think a lot about this because of my work in early childhood,
I know the relationship between my children’s health and how well they are
learning.”

Focus Group Participant

From the Family Health Survey, 453 out of 679 respondents (67 percent) stated that health costs
were a burden for their family. The most-often-cited reasons for the burden were “out of pocket
expenses” (76 percent) and high deductibles (46 percent). Individual health coverage deductibles
typically range from $2,000 to $5,000 in Idaho. A family of 3 will pay approximately $350 per
month, for a $2,000 deductible, $30 copay visits, and a co-insurance of 20 percent, meaning the
enrollee pays for 20 percent of all allowed charges.

Being under- or uninsured in ldaho has specific consequences for the MCH population and these
are described more fully in the population-specific sections of this report.

Summary

Critical to an assessment of the needs of Idaho’s MCH population groups and to the subsequent
policy and program discussions to address those needs is an understanding of the importance of
family security on the health and well-being of pregnant women, infants, children, adolescents,
children with special health care needs, and the families who care for them. While many families
in Idaho are secure in their ability to provide and care for their members, other families are
struggling with economic, housing, food, and health care access security issues. It is important to
consider the findings and recommendations of this assessment within the context of family
security.

The next section of the report contains a description of the health care infrastructure in Idaho.
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Chapter IV

Idaho Health Care Infrastructure

Overview

The MCH population groups obtain information, health care, and other health-related services
through a variety of organizational entities. Some, other institutions, such as university training
programs, exist to support the system of care. Taken together, all these components make up the
health infrastructure. In order to understand the needs of the Idaho MCH population and
opportunities available to meet those needs, it is important to understand the system that is
currently in place. The following is a description of the major components of the infrastructure of
the Idaho system of care for the MCH populations.

A.  Public Sector Health and Wellness System

The public sector health and wellness system includes State and local agencies who address
health and health-related issues in Idaho. This section provides an overview of the key agencies
and divisions involved.

1. Department of Health and Welfare

The overall mission of the IDHW is to actively promote and protect the economic, behavioral,
and physical health and safety of all Idahoans. The goals of the department focus on area where
the IDHW and its partners can:

o Improve health
. Strengthen individuals, families, and communities
o Integrate health and human services.

To accomplish these goals, the IDHW will assure that all employees are knowledgeable, skilled,
and accountable in the Department’s core competencies. An additional focus is the alignment of
structures, people, and technology to meet the needs of the people of Idaho (Idaho Department of
Health and Welfare, 2004a).

The Department of Health and Welfare is organized into seven divisions. Three of these
divisions—the Division of Management Services, Division of Information and Technology
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Services, and the Division of Human Resources—are mainly responsible for administrative
functions. The other divisions are described below.

a. Division of Health

The Division of Health is organized into five bureaus:

. The Bureau of Clinical and Preventive Services (BOCAPS) is the designated Title
V agency and has responsibility for services to CSHCN, health program support,
immunizations, reproductive health, STD/AIDS, WIC Nutrition, Women’s Health
Check, and Worker Health and Safety. The vast majority of these services are
delivered through contracts with the District Health Departments.

o The Bureau of Community and Environmental Health has responsibility over
adolescent pregnancy prevention, chronic diseases, environmental health, injury
prevention, oral health, and tobacco prevention and control.

o The Bureau of Health Policy and Vital Statistics is responsible for health
preparedness, and vital statistics.

. The Bureau of Emergency Medical Services oversees emergency medical services
including certification and licensure and communications.

. The Bureau of Laboratories oversees laboratory services.

Unlike the other divisions within the Department of Health and Welfare, the Division of Health
does not have regional staff to oversee service delivery. Most of the services are delivered
through contracts with the District Health Departments. The District Health Departments are
described after the completion of description of the DHW.

b. Division of Welfare

The Division of Welfare administers what are referred to as the Self-Reliance Programs in Idaho.
The responsibilities of the division include administering TANF, which is named the TAFI
Program in Idaho; the Idaho Child Care Program, which subsidizes child care costs for low-
income families; Aid to the Aged, Blind, and Disabled; Food Stamps; Refugee Assistance; the
Community Service Block Grant; Low-Income Energy and Weatherization Assistance;
Emergency Food Assistance; Telephone Assistance, which provides cash assistance to help
cover telephone installation and monthly charges; and the Child Support Program. The Division
also is responsible for determining Medicaid eligibility. In-person interviews are not required for
medical assistance or the child care program but are required for TAFI and Food Stamps.
Regional Medicaid Services offices are responsible for administering applications and
orientations for new Medicaid providers.
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c. Office of Medicaid

The Office of Medicaid designs, implements and reviews State-funded medical assistance
services. Medicaid is a shared Federal and State program. The Federal matching rate for
Medicaid in Idaho has been declining with a 73.91 percent match reported for FY 2004, 70.62
percent for FY 2005 and 69.91 percent for FY 2006 (Kaiser Family Foundation, 2005a).

Spending per child enrolled in the program in FY 2002 was reported at $953 and at $12,845 for
each elderly enrollee. In comparison, the spending per child enrollee for FY 2002 was $1,227 for
the U.S. overall and $10,026 for elderly enrollees. In Idaho in FY 2002, children comprised 61
percent of Medicaid enrollees, compared to 49 percent nationally. In 2003, 74.7 percent of Idaho
Medicaid enrollees were enrolled in managed care (Kaiser Family Foundation, 2005b).

The office is responsible for Medicaid policy and overseeing Medicaid providers. These
responsibilities include administering reimbursement to providers, provider licensure and survey,
and Medicaid utilization review and fraud control. The Medicaid program has the largest
appropriation in the Department of Health and Welfare with an initial appropriation of $1.05
billion in FY 2005. Over 96 percent of these funds are payments for providers, and 66.5 percent
are Federal funds.

One of the key enabling services provided under Medicaid is case management services. These
services are available for many of the populations that are covered under this needs assessment
including CSHCN. Private contractors provide case management services. These contractors
recruit and obtain consent from Medicaid participants. There are four types of case management
services provided under Medicaid:

. EPSDT case management. Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) case management services are provided to those under age 21
who have been identified on an EPSDT case management screen as needing case
management services. The case manager’s responsibilities are to help the child
and family secure and coordinate needed health, educational, early intervention,
advocacy, and social services identified in an authorized service plan.

. Mental health case management. Mental health case management services are
provided to adults with a severe and persistent mental illness and functional
limitations, and a history of using high-cost medical services. The purpose of
these services is to assist eligible individuals to gain access to needed medical,
social, educational, mental health, and other services.

. Developmental disability service coordination. These case management
services are provided to adults with developmental disabilities who have a need
for service coordination and a desire to live, learn, or work in community-based
settings.
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. Personal care services case management. This service is provided to Medicaid
participants who have a demonstrated need for personal care services and need
assistance to obtain other Medicaid and non-Medicaid services.

The Developmental Disabilities Program within the Division of Family and Community Services
oversees the service by certifying the providers who meet the qualifications for providing the
service and conducting quality assurance activities.

d. Division of Family and Community Services

The Division of Family and Community Services includes the Children and Family Services
Program (CFS) covering a wide range of children’s services, services for persons with
developmental disabilities including early intervention services, and the Mental Health and
Substance Abuse Program.

)] Children and Family Services Program.

The Children and Family Services Program is responsible for administering child protective
services, foster care, adoptions, substance abuse treatment and prevention, licensure of children's
care facilities, and children's mental health. Currently, each region has a Children and Family
Services Program Manager. The program manager reports to a Deputy Division Administrator
over program operations. Each region has two chiefs of social work, or an equivalent position,
with one chief specializing in child protection and the other specializing in children's mental
health. The primary role of the chiefs is to assure that practice is consistent with the goals and
values of Children and Family Services. These chiefs have different job duties in each region,
but they all report to the regional program manager.

Child Protective Services, Foster Care, and Adoptions. Child protective services are provided
through the regional offices. There are seven regional offices and 21 field offices. Each office
has a different phone number for reporting abuse and neglect, but people who need to report a
case are sometimes told to contact the Idaho CareLine which connects them to the appropriate
office. A risk assessment is required for all referrals of child abuse or neglect that fall within the
definitions in State law. CFS social workers carry out the risk assessment and, if the child is
removed from the home, are responsible for managing the case and referring the child and family
to appropriate services. Family preservation, family support, family reunification, and adoption
recruitment and support services are contracted out.

Children’s Mental Health. A child can be referred for mental health services by a parent, local
school district, county probationary officer, juvenile court, or Department of Juvenile
Corrections. All mental health services are voluntary and require parental consent unless the
child is a threat to himself or herself or others. A child can be treated on an emergency basis if
the child exhibits psychotic symptoms, risk of harm to self, or risk of harm to others. Ongoing
services require that the child is assessed as having a serious emotional disturbance based on a
diagnosis from the Diagnostic Statistical Manual of Mental Disorders (DSM-IV) and a functional
impairment based on their score on the Child and Adolescent Functional Assessment Scale
(CAFAS). The Department provides a wide range of services including assessment, case
management services, day treatment, family support, residential treatment, and crisis
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stabilization and response. Children may also receive Medicaid-funded mental health services
under the Psychosocial Rehabilitative Services Program (PSR). These services include
assessment, crisis support, psychiatric services, and planning activities. PSR services were
developed for Medicaid recipients but are available with a parental copayment to children who
are eligible for Department of Health and Welfare Children’s Mental Health Services, but not
eligible for Medicaid. CFS clinical staff or PSR contractors conduct assessments. CFS staff
develop a service plan and services are provided by the agency, other agencies, or private
providers. In 2002, there were a total of 75 CFS regional staff providing children’s mental health
services. The total ranged from 8 in Region 5 to 12 in Region 7.

While CFS continues to provide the bulk of mental health services, the State is in the process of
developing a community-based system of care. The intent is that children who are accessing
services from multiple agencies will begin to have their care managed through local children’s
mental health councils. This system is described below under the Idaho Council on Children’s
Mental Health.

ii) Developmental Disabilities Program

The Developmental Disabilities Program provides services to both children and adults with
developmental disabilities. There are separate program managers for children and adult services.
The responsibilities include overseeing early intervention services through the Infant-Toddler
Program; overseeing EPSDT service coordination; and certifying, licensing, and providing
oversight to the agencies that provide developmental disabilities services. Adult developmental
disability services are provided by private agencies. The Developmental Disabilities Service
Coordinator works with the person with the disabilities to develop a case management plan, to
arrange the services necessary to implement the plan, to monitor the plan and services, and to
revise the plan as needed.

The Infant and Toddler Early Intervention Program is Idaho’s Part C Program. This program has
the responsibility of providing services to children from ages 0 to 3 with developmental
disabilities. Program staff responsibilities include overseeing the services provided and
monitoring the program’s progress on achieving its goals. In addition, local division staff
provides interim service coordination. Interim service coordination is provided until a family
selects a contracted care coordinator; the services provided on an interim basis include:

. Educating the family about the Infant-Toddler Program

. Explaining the evaluation process

. Explaining the family’s role as a participant on the multidisciplinary team
. Explaining and reviewing the procedural safeguards

. Providing support and resource information on service options

. Facilitating the initial Individual Family Service Plan (IFSP)

. Assisting the family with selection of ongoing service coordinator.
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iii)  Adult Mental Health and Substance Abuse Programs

Adult Mental Health. Publicly funded mental health services for adults are provided primarily
through a network of seven State-operated regional community mental health centers (CMHCs)
and two State hospitals. The Family and Community Division Adult Mental Health Program
supports systems improvement, oversees Federal grant applications, contract development, and
monitoring of contractors. The seven CMHCs have the primary responsibility for the
development of a community-based, consumer-guided system of care. Each CMHC has a
Regional Mental Health Advisory Board consisting of interested citizens, consumers, and
advocates. The Boards provide input and recommendations for changes in the mental health
delivery system.

The CMHC:s are the designated Regional Mental Health Authorities and have responsibility for
the prior authorization of psychosocial rehabilitation services. Prior to FY 2003 the CMHCs also
had primary responsibility for assessment and service planning. In response to budget
constraints, private-sector case managers have been given responsibility for assessment and
service planning.

Substance Abuse. IDHW provides funds to treatment providers and prevention programs
throughout the State. Services are provided on a sliding-fee basis. There are seven Regional
Substance Abuse Authorities which partner with IDHW to establish priority populations and
priority prevention needs, ensure that treatment services are available, and work with providers
on quality improvement. There is a single statewide contractor for administering prevention
services. Local providers of prevention services apply for funding through the State contractor.
Treatment services are provided by a diverse array of community-based providers. Business
Psychology Associates, a behavioral health managed care company, authorizes care and oversees
the provider network.

e. Regional Health and Welfare Offices

The Regional Health and Welfare offices are responsible for local administration of the programs
that are the responsibility of the Divisions of Welfare, Family, and Community Services and
Medicaid. While there is a Regional Director, program staff report directly to the respective
division offices in Boise. Up until about 3 years ago, the Regional Director was responsible for
managing the local programs and making decisions about local resource allocation. Under this
system, there were concerns that programs were not being administered consistently across the
State. Program staff in the local offices now report directly to program staff in the State offices.
Regional directors have taken on a new role of serving as the agency’s liaison in the community.
They also are serving as Health and Welfare’s representative on the Regional Substance Abuse
Authority. However, decisions about allocations of resources within and across regions are made
at the State program level. The new role for the Regional Directors has created opportunities by
allowing a staff person to dedicate their time to representing the agency within the community
and to explore ways resources can be coordinated.
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Figure 1V-1: Map of Idaho’s Regional Health Districts

2. District Health Offices

The Public Health Districts were created by the ldaho Legislature in 1970 to ensure that essential
public health services were available to protect the health of all citizens of the State. The
Districts are autonomous: State agencies do not have direct authority over their activities. Each
of the seven Districts is governed by a Board of Health composed of seven to eight members
appointed by the county commissioners from that district. Each Board of Health defines the
public health services to be offered in its district based on the particular needs of the local
populations serviced. They also employ a director to oversee the daily operations of the districts.
Each of the Districts may have several satellite offices within their region. The boundaries of the
Public Health Districts are identical to the Health and Welfare Regional boundaries, with one
exception: Butte County is in Health District VI and Health and Welfare Region VII.
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Table IV-1.

Idaho Public Health Districts

District

District District District District District District
| 1| Il v \Y/ Vi VI
Population: Population: Population: | Population: | Population: | Population: | Ppopulation:
188,838 100,348 213,465 369,002 167,444 158,266 145,865
Sq. Miles Sg. Miles Sq. Miles Sq. Miles Sq. Miles Sq. Miles Sq. Miles
7,654 13,447 12,009 9,677 11,461 11,443 16,986
Benewah Clearwater Adams Ada Blaine Bannock | Bonneville
Bonner Idaho Canyon Boise Camas Bear Lake Clark
Boundary Latah Gem Elmore Cassia Bingham Custer
Kootenai Lewis Owyhee Valley Gooding Butte Fremont
Shoshone Nez Perce Payette Jerome Caribou Jefferson
Washington Lincoln Franklin Lemhi
Minidoka Oneida Madison
Twin Falls Power Teton
Source: U.S. Census Bureau, 2004a
Legend

counties

region district.PUBLIC_HEA

I District 1
I District 2
I District 3
B District 4
[ District 5
I District 6
I oistrict 7

Figure 1V-2: Map of Idaho’s Public Health Districts
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Although services vary depending on local need, all seven districts provide the essential services
that assure healthy communities. These may include:

. Monitoring health status by developing reports that call attention to emerging
health problems

. Investigating health hazards

. Empowering people to make good health choices

. Linking people to needed health services or providing them directly if access is
limited

. Enforcing laws to protect health.

The Public Health Districts receive income from three sources. About 36 percent of income is
derived from the counties, the State General Assembly, and State Millennium Fund. The
Millennium Fund is the account holding the State’s share of the national tobacco settlement. An
additional 25 percent is obtained through fees and another 39 percent from service contracts. The
Districts have developed a 2005 Strategic Plan that identifies goals based on the national Healthy
People 2010 Goals. The goals focus on physical activity, overweight and obesity, tobacco use,
substance abuse, responsible sexual behavior, mental health, injury and violence, immunizations,
access to health care, and public health infrastructure (Idaho Public Health Districts, 2004). Each
of the Districts prepares a report detailing their priorities and activities.

The Department of Health and Welfare, Division of Health develops contracts with the local
District Offices to carry out a number of activities. These include:

o Operating the WIC program

. Providing family planning services

. Providing immunizations

. Providing preventative oral health services

. Investigating and controlling of infectious diseases.

Until recently, the District Offices were also responsible for organizing and administering clinics
for the CSHP Program and providing case management services to CSHP participants.

District Health Offices also contract with the Division of Family and Community Services to
provide “child find” services for the Infant-Toddler Program. In this role, they provide
developmental monitoring, conduct screening and assessments, and initial referrals to services.
The Department of Health and Welfare, Division of Welfare contracts with the District Health
Office to monitor health and safety standards in child care facilities.
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In addition, districts have other responsibilities they carry out, including responsibility for public
health preparedness and environmental health, which entails food establishment inspections and
sewer and septic monitoring.

3. Idaho’s Council on Children’s Mental Health

Idaho is in the process of developing a system of care for children’s mental health services. The
implementation of the system is taking place in response to the “Jeff D. Lawsuit.” The lawsuit
was filed over 25 years ago to protect children with SED who were placed in State hospitals. The
lawsuit was expanded to include the State’s lack of community-based services.

As a result of a 1999 needs assessment of children with SED conducted in response to the
lawsuit, the State is in the process of implementing 50 recommendations to create a system of
care. The intent of the new system is to deliver integrated, community-based services that cut
across agency lines. Children’s mental health services are overseen by the Idaho Council on
Children’s Mental Health consisting of representatives from the Governor’s office and the
Departments of Health and Welfare, Juvenile Corrections, and Education as well as parent
advocacy groups; a county commissioner; and representatives of the legislature, judicial branch,
children’s mental health service providers, and regional councils. There is a regional council in
each of the seven regions. The regional councils are responsible for supporting data collection,
recommending the release of funds to local councils, monitoring the use of funds, providing
technical assistance to the local councils, and assessing the need for and approving additional
local councils. The regional councils are required, at minimum, to include membership from
parent or parent advocacy organizations, county probation, the Department of Health and
Welfare, the Department of Juvenile Corrections, local school districts, the Regional Mental
Health Advisory Board, and each local council in the region.

The first local councils were created in FY 2002 when a total of seven were established. The next
fiscal year, the number of councils reached 31 and has recently risen to 34. Additional local
councils can be created if it is determined that a need exists for them. The local councils report to
the regional councils and are responsible for the staffing of individual cases of children brought
to the local council; service coordination and collaboration; initial data collection; representation
of the local perspective on the regional councils; the request of funds from the regional councils;
and the monitoring of utilization of those funds. In 2002, local councils worked directly with 94
children and their families. In 2003, 110 children were served. Currently, the local councils are
serving only a small proportion of the total number of children receiving publicly funded mental
health services.

4. Department of Education

There are 112 school districts and 681 schools in Idaho. Idaho ranked 48" among the States and
the District of Columbia in per pupil education spending in 2001-2002. Only Utah, Mississippi,
and Arizona spent less per pupil. Expenditure per pupil was $5,923 compared to a figure of
$7,701 for the country as a whole. Idaho schools receive a larger share of their funding from the
State than is typical. Idaho ranks 11" among States in the percent of revenue coming from State-
funding sources (U.S. Census Bureau, 2002).
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Table 1V-2.
Education Expenditures and Revenuesfjl ibneldaho and the U.S., 2001-2002 School Year
Idaho u.S.
Total per Pupil Spending $5,923 $7,701
Sources of Revenue for Local School Districts
Local 30.6% 42.8%
State 60.9% 49.4%
Federal 8.6% 7.8%

The Idaho State Department of Education is organized into an administrative section and six
bureaus: Finance and Transportation, Special Education, Technology Services, Federal
Programs, Curriculum and Accountability, and Certification and Professional Standards. The two
main ways that the school system contributes to the health infrastructure are through special
education services and by providing health education. The Bureau of Special Education is
responsible for overseeing preschool and district special education programs. The school districts
are one of the key providers of services to CSHCN. In the past few years, the Bureau has worked
with the Division of Medicaid to assist school districts in becoming authorized Medicaid
providers. This enables the districts to receive Medicaid reimbursements for children who need
special education services and are Medicaid recipients. The Bureau is also working with the
Districts to encourage them to bill Medicaid when it is appropriate.

The Idaho Department of Education develops achievement standards and a list of approved
curricular materials. School districts may request a waiver if they wish to use other material. For
Health Education, the Department has developed five Achievement Standards for Health
Education. The standards are that, through health education, students will:

. Acquire the skills to lead a healthy life

o Demonstrate the ability to practice health-enhancing behaviors that reduce health
risks

. Demonstrate the ability to use communication skills to enhance health

. Organize, analyze, and apply health information practices and services

appropriate for individual needs

. Understand and demonstrate the key components to positive mental and
emotional health.

The decision as to whether any program in family life and sex education is to be introduced in
the schools is a matter for determination at the local district level by the local school board. The
legislature has adopted principles for sex education programs that stress abstinence and view sex
education in the schools as a supplement to what is taught at home and church.
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B. Access to Health Information

The Idaho CareLine is the central telephone information line that allows everyone in Idaho
access to information about health and human services. The CareLine began as a collaboration
between the Part C Early Intervention Program and the State Title V agency. The CareLine
served as the Part C Central Directory and the Maternal and Child Help Line that is required as a
condition of receiving MCH Block Grant funds. The CareLine has evolved over the years to
become a much more expansive health and human services resource directory and information
and referral service. In May 2002, the Idaho CareLine entered into a collaborative partnership
with the 2-1-1 Idaho Project which allows anyone in the State to reach the CareLine by dialing 2-
1-1. The effort to relaunch the information line as the “2-1-1 Idaho CareLine” took more than 5
years. The effort involved the support and collaboration of various public and private entities,
including the Junior League of Boise, United Way of Treasure Valley, the Mountain States
Group, Saint Alphonsus Regional Medical Center, the Idaho Department of Health and Welfare,
and the Governor’s Coordinating Council for Families and Children. In November 2001, a 2-
year startup grant from M.J. Murdock Charitable Trust was awarded which provided critical
funds needed for the project to move forward.

The CareL.ine is free, statewide, and bilingual. Calls are confidential and a caller does not need to
provide his or her name, address, or telephone number to receive services. The hours of
operation are 8 a.m. to 6 p.m. Monday through Friday. After-hours calls are answered by voice
mail with messages returned the following business day. The CareLine uses an extensive
database of health and human service providers to support the information and referral activities.
Callers are connected to a wide array of services including prenatal care, immunizations,
Medicaid resources, adoption and foster care, child care, emergency food and housing and many
other community services.

To include new resources in the database and to keep information current, the CareLine
disseminates a service inventory questionnaire to be completed by participating agencies. The
CareL.ine serves all of Idaho, and an Idaho CareLine Customer Service specialist will personally
transfer the caller directly to the requested resource in his or her community.

Since converting to the 2-1-1 number, the CareLine has seen an extensive increase in volume.
The 83,726 calls in FY 2004 represented a 135 percent increase from FY 2003. There have been
58,862 calls in the first 6 months of FY 2005. This means that for the second year in a row the
CareL.ine is on track for a very large increase in call volume. If calls continue at this pace, the
number will top 100,000 for the first time ever.

Participants in the Idaho Family Survey were asked about the CareLine. More than half (55
percent) had heard of the CareLine and 39 percent reporting using the CareLine. Among those
who used the CareLine, most had positive impressions. At least 40 percent strongly agreed that
the CareLine was helpful, provided resources in their area, and offered help that addressed the
problem they called about. A little over 10 percent had problems in all those areas. Clearly, there
is still room for improvement, since at least one in five respondents did not report a clearly
positive experience with the line. In addition, a few respondents reported that they were unable
to reach the CareLine by dialing 2-1-1. It is possible that they had tried using cell phones that do
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not incorporate the 2-1-1 feature, but what is clear is that this problem caused them great

frustration.

Table IV-3.
Experiences Using the Idaho CareLine
Neither Strongly or

Strongly Somewhat | Agree nor | Somewhat

Agree Agree Disagree | Disagree
The CareLine has been 454 30.8 115 123
helpful
The CareLine provided
resources tha_t were accessible 46.0 393 105 113
to someone living in my area
of ldaho
The help that was offered
addressed the problem about 40.0 27.2 18.4 14.4
which | called

Source: Idaho Family Survey

Focus group participants and key informants both indicated that the CareL.ine is better publicized
and provides more extensive information about services in Boise and surrounding Treasure
Valley area than in the rest of the State, especially the Northern Panhandle. Data from the Idaho
CareL.ine provided some support for this finding. Region IV, which includes Boise, has a
considerably higher percentage of calls than the region’s share of the population. Region I,
which is adjacent to Boise and shares common television and radio stations, is the only other
region with a higher percentage of calls than its share of the population. CareLine utilization in
Region I, the northernmost region of the State, actually came close to its share of the population
in FY 2003 but showed a decline compared to other Regions in FY 2004. Regions 1l and VI
showed the greatest percentage increase in calls between FY 2002 and FY 2003, though all
Regions had a substantial increase in call volume. Overall, the CareLine appears to be making
progress toward its goal of being a statewide health and social service information resource.

Table 1V-4,
Calls to the 2-1-1 Idaho CareLine by Region
Region’s Share of FY 2003 FY 2004
Region State Population (July 2002-June 2003) | (July 2003-June 2004)
July 2003 Number Percent Number Percent
Region | 13.8% 4675 13.1% 8781 10.5%
Region 11 7.3% 1963 5.5% 3662 4.4%
Region 111 15.6% 6064 17.0% 17179 20.6%
Region 1V 27.0% 12918 36.2% 29987 35.9%
Region V 12.3% 3009 8.4% 7242 8.7%
Region VI 11.6% 2437 6.8% 8146 9.8%
Region VII 12.4% 2953 8.3% 6662 8.0%
Out-of-State NA 1682 4.7% 2067 2.5%

Source: Idaho CareLine, 2004
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An examination of calls that looks at the language of the caller and the types of information they
were seeking shows that Spanish speakers are much more likely to inquire about economic
assistance or welfare programs. There has been an enormous increase in the number of calls
concerning childcare among both English and Spanish-language callers though it is a still much
more common topic for English-language callers. The increase in calls concerning child care
(29,523) represents 61 percent of the total (48,025) increase in calls from FY 2003 to FY 2004.
Calls about CHIP and Medicaid declined as a percent of all calls between FY 2003 and FY 2004,
but because of the huge increase in volume the number of calls on the topic actually increased by
a few hundred calls.

Table 1V-5.
Idaho CareL.ine Calls by Topic and Language of Caller
FY 2003 (July 2002-June 2003) FY 2004 (July 2003-June 2004)
English- Spanish- B Spanish-
language language
: ; language Total ; language Total
Topic Calls: Calls: Calls: Calls: Calls: Calls-
96.7%: alls: alls: 97.0%: alls: alls:
34' 525’ 3.3%; 35,701 81' 177’ 3.0%0; 83,726
! 1,176 Calls ! 2,549 Calls
Calls Calls
Childcare 2.5% 1.2% 2.5% 36.9% 17.1% 36.3%
Welfare 18.7% 32.4% 19.1% 17.2% 41.9% 17.9%
CHIP 17.0% 25.6% 17.2% 7.9% 13.9% 8.1%
Medicaid 17.8% 14.2% 17.6% 7.9% 8.2% 8.0%
Medicaid 8.3% 5.4% 8.2% 6.7% 3.4% 6.6%
Dentist
Medicaid 5.1% 3.4% 5.0% 3.6% 2.6% 3.6%
Doctor
Miscellaneous 5.2% 3.8% 5.2% 3.6% 2.2% 3.5%
Health, 5.0% 2.3% 4.9% 3.2% 1.8% 3.1%
Miscellaneous
WIC 3.1% 3.5% 3.1% 2.1% 2.4% 2.1%
Adoption 3.8% 0.2% 3.6% 3.8% 0.2% 3.6%
Other Topics 13.6% 8.0% 13.4% 10.9% 6.6% 10.8%

Source: Idaho CareLine, 2005

C. Other Health and Wellness Providers
1. Hospitals

Hospitals are an essential component of the health care delivery system, and the following map
displays the hospitals that are 2004 members of the Idaho Hospital Association by number of
acute care beds and presence of obstetrical beds.
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Figure IV-2: ldaho Hospital Association Members by Number of Hospital and Number of
OB Beds
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Source: American Hospital Association Survey, 2000

Twenty-three of the hospitals are Critical Access Hospitals (CAH). These are rural hospitals that
have met certain conditions (e.g., provide 24-hour emergency care services) and are eligible for
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cost-based Medicare reimbursement. This program is designed to support the financial viability
of small, rural hospitals.

A total of 22 hospitals listed are Disproportionate Share Hospitals (DSHs) (Idaho Hospital
Association, 2004). DSHs serve a high percentage of low-income and uninsured individuals. In
recognition of the services they provide they are given additional payments for services provided
to Medicaid and Medicare recipients. Several out-of-State hospitals also receive DSH funds as
they provide services to ldaho residents. The total Idaho DSH payments for FY 2003 totaled
$10,263,964 (Kaiser Family Foundation, 2005c).

The number of all hospitals declined somewhat from 42 in 1999 to 39 in 2002 (Kaiser Family
Foundation, 2005d). The number of hospital admissions and emergency room visits per 1,000
people in 2003 was lower in lIdaho than for the Nation in 2003.

Table 1V-6.
Hospital Admissions, Outpatient and Emergency Room Visits, Idaho and U.S.,
2003
Idaho u.S.
Hospital Admissions (per 1,000 People) 99 120
Hospital Outpatient Visits (per 1,000 People) 2,026 1,937
Emergency Unit Visits (per 1,000 People) 343 382

Source: Kaiser Family Foundation, 2005e
Other Categories of Health Care Provider Organizations
2. Community Health Centers

Community and migrant health centers (C/MHC) are community-sponsored and -governed not-
for-profit practices that provide access to primary and preventive health care designed to be
affordable for all Idaho families. There are 7 C/MHC grantees in Idaho with 39 health delivery
sites. Collectively these sites provided care to 64,714 patients in 2002 (National Association of
Community Health Centers, 2003). The following are the names and locations of the Centers in
Idaho along with examples of services provided (Table 1V-7).

Table IV-7.
Summary: ldaho C/MHC
Name of Center Location(s) Examples of Examples of Special
Services Services
Benewah Medical Plumer, ID Primary care, all ages Substance abuse counseling
Center Health screenings Preventive and restorative dental
Laboratory Health and safety education
Physical therapy programs
Prenatal Care Pharmacy | Onsite Medicaid enrollment
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Table IV-7.

Summary: ldaho C/MHC

Name of Center

Location(s)

Examples of
Services

Examples of Special
Services

Boundary Regional
Community Health

Bonner’s Ferry, ID

Primary care, all ages
Health screenings

North Idaho Partner in Care
Rural Mobile Clinic

Center Laboratory Preventive and restorative dental
Physical therapy Onsite Medicaid enrollment
Pharmacy

Dirne Community
Health Center

Coeur d'Alene

Primary care

Onsite Medicaid enrollment

Family Health Services:

Primary care, all ages

Onsite Medicaid enrollment

- Buhl Center - Buhl Health screenings Mental health counseling

- Burley Center - Burley Obstetrics

- Jerome Center - Jerome Laboratory

- Behavioral Health - Twin Falls Physical therapy

Services Prenatal care

- Family Health - Twin Falls
Glens Ferry Health - Glens Ferry Primary care, all ages Health and safety educational
Center Obstetrics programs

- Valley Center - Grandview Laboratory Dental Health

- Desert Sage
Center

- Mountain Home

Onsite Medicaid enrollment

Health West, Inc.

- Aberdeen Clinic

- American Falls
Clinic

- Lava Medical
Center

- Downey Clinic

- 0Old Town Clinic

- Aberdeen
- American Falls

- Lava Hot Springs
- Downey
- Pocatello

Primary care, all ages
Obstetrics

Health screenings
Laboratory

Physical therapy
Prenatal care

Onsite Medicaid enrollment

Terry Reilly Health
Services
- Canyon Dental
- Teen Clinic
- SANE Solutions
(3 sites)
- Homedale Clinic
and Dental
- Marsing Clinic
- Melba Clinic and
Dental
- Boise Clinic and
Dental
- Nampa Clinic
- Behavioral Health
Center

- Nampa

- Homedale

- Marsing
- Melba

- Boise

Primary care
Obstetrics
Family Planning
Urgent care

Behavioral health
Onsite Medicaid enrollment

Source: Idaho Primary Care Association, 2005

These Centers are located in 22 medically underserved Idaho communities. The Centers play a
major role in providing health services to the MCH population with each Center offering prenatal
care and reporting that slightly over 37 percent of the total number of patients are under age 19
years. Each Center also has the ability to provide translation and interpretation services, which is
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important in that 37.5 percent of Community Health Center (CHC) patients are Hispanic and
may be in need of these services. In 2002, almost 65 percent of CHC patients reported incomes
at or below 100 percent of the FPL, with another 18.3 percent with incomes between 101-150
percent FPL and 6.1 percent with incomes between 151 and 200 percent of the FPL. In addition,
10.8 percent of Health Center patients reported incomes over 200 percent of the poverty level. Of
the total number of Health Center patients in 2002, 46.6 percent had no health insurance, 22.1
percent had Medicaid or the State Children’s Health Insurance Program (SCHIP), and 21.8
percent had private insurance. As a result of increased Federal funding and expanding need,
CHCs are growing in importance as a key component of the Idaho health care system (National
Association of Community Health Centers, 2003).

Idaho’s CHCs received far less of their funding from State and local grants and Medicaid
compared to CHCs in other States. This may be an indication that the important and growing role
of CHCs has yet to be recognized by the public sector in Idaho. This possibility is supported by
findings from key informant interviews that indicated partnerships between CHCs, District
Health Departments, and State Health agencies have been limited to date. The relatively high
percentage of private insurance and patient self-pay revenue suggests that Idaho CHCs are
providing useful services for people who might be able to afford other types of care but find the
location or the services offered by their local CHC to be a better choice.

Table IV-8.

Distribution of Revenue by Source for Federally Qualified Health Centers
Revenue Source Idaho United States
Federal Grants 37 5% 25 504
State & Local Grants/ Contracts 1.7% 9.4%
Foundation/Private Grants/Contracts 1.1% 3.2%
Medicaid 23.1% 35.5%
Medicare 4.4% 5.5%
Other Public Insurance 0.5% 2.5%
Private Insurance 10.7% 6.2%
Patient Self-Pay 10.9% 5.9%
Other Revenue 10.0% 6.4%

Source: Kaiser Family Foundation, 2005f

3. Rural Health Centers

Rural Health Clinics were established by the Rural Health Clinic Services Act enacted in 1977 to
help meet the primary and emergency health needs of the rural communities. There are over
3,000 RHCs through out the Nation certified by CMS. Rural health services provided by
independent RHSs owned and operated by a physician, nurse practitioner, physician’s assistant,
and/or certified nurse-midwife. In addition, the RHC may be owned and operated by a Medicare
participating provider (hospital, skilled nursing facility, and home health agency).
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RHCs are paid on the basis of a face-to-face encounter using cost-based reimbursement. To be
eligible for participation in the RHC program, a facility must apply for and become certified as a
RHC. To qualify, a facility must be located in an area defined as rural and as having a shortage
of personal health care services or primary care medical services. Nationally, Medicaid,
uninsured, self-pay, and free or reduced-cost care patients account for 45 percent of their overall
volume. There were 44 RHCs in Idaho in 2004 (Kaiser Family Foundation, 2005g). They
received $7.0 million in Medicaid funding in FY 2004 (Idaho Legislative Services Office, 2004),
up from $3.1 million in FY 2001 (Idaho Legislative Services Office, 2001).

4. Tribal Health Services

Federally recognized American Indian tribes and Alaskan Native corporations enjoy a
government-to-government relationship with the United States of America. This unique
relationship has been given substance through numerous Supreme Court decisions, treaties,
legislative acts, and Executive Orders. The provision of health services grew out of this
government-to-government relationship. Congress passed the Indian Self-Determination and
Education Assistance Act (Public Law 93-638, as amended) to provide tribes the option of either
assuming from the IHS the administration and operation of health services and programs in their
communities, or to remain within the IHS administered direct health system.

Table 1V-9.
Tribal Health Centers in Idaho

Active users

Tribe Health Center Location Services 2002
Coeur d’Alene Benewah Medical | Plummer Programs include: 3,611
Center Comprehensive primary

care, dental, MH, drug and
alcohol, youth shelter.

Kootenai* Kootenai Tribal Bonners Primary care, MCH 169
Clinic

Nez Perce* Nimiipuu Health Lapwai- Programs include: 3,433
Center Kamiah community and MCH

health, WIC, drug and
alcohol, child protective
IHS services include
dental, health education,
lab, pharmacy, MH

NW Band of Does not operate a 112
Shoshoni health center — use

Fort Hall IHS
Shoshone Not-So-Gah-Nee Fort Hall Programs include: MCH, 5,824
Bannock* Health Clinic preventive health,

counseling and family
services, chemical
dependency, dental, and
WIC

*Supported fully or partially under a PL 93-638 self-governance contract
Source: Northwest Portland Area Indian Health Board, 2005
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5. Professional Schools

There are no medical or dental schools in Idaho. There have been some discussions about
developing a medical school at Idaho State University, but there are no firm plans to carry this
out at this time. There is, however, a College of Pharmacy at Idaho State University that offers a
range of programs in pharmacy including a doctor of pharmacy. While there is no nurse-midwife
program in the State, the Frontier Midwife Training, although located in Kentucky, has
developed a program using State-based preceptors to prepare nurse-midwives. Programs are also
available in Seattle, Washington, and Portland, Oregon. At least some of the lay midwives
delivering babies in Idaho have received training from these programs. The following table
displays the names and locations of nursing programs in Idaho.

Table 1V-10.
Nursing Programs in Idaho
School Location School Location

Boise State University | Boise Lewis-Clark State | Lewiston

College
Brigham Young Rexburg North ldaho Coeur d’Alene
University College — *
College of Southern Twin Falls NW Nazarene Nampa
Idaho * University
Idaho State University | Pocatello University of Boise and Other Locations

Phoenix Throughout State
* Limited to Associate Degrees and Practical Nursing Program

Source: All Star Directories, 2005

The Idaho State University — College of Health Professions in Pocatello offers programs leading
to the following degrees or specialties:

. Audiology

. Dental Hygienist

. Health Care Administration
. Nutrition/Dietetics

o Physical Therapy

o Physician Assistant

. Radiographer

. Speech-Language Pathology

The University also offers a master of public health program, the only such program in Idaho.

Boise State University — College of Health Sciences, located in Boise, offers the following
programs:
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. Health Information Technology and Management
. Radiological Technology

o Respiratory Therapy

o Sonography

There are a variety of other public and private programs offering training in health care and
health support services.

6. Professional Organizations and Associations

Idaho Medical Association. The Idaho Medical Association (IMA) has over 1,800 members.
Predominant membership is comprised of nearly 1,600 actively practicing physicians, including
residents, with the balance of members comprised of retired physicians, physician assistants,
nurse practitioners, and medical students. The IMA’s physician members represent 62 medical
and surgical specialties. A high percentage of IMA members are board certified by their
specialty accreditation organizations. Many IMA members have multiple specialties and board
certifications. The IMA is comprised of seven Trustee Districts and 14 component medical
societies. Representatives of each component society comprise the IMA House of Delegates,
which meets once a year at the IMA Annual Meeting.

Idaho Primary Care Association. Idaho Primary Care Association (IPCA) founded in 1983 is a
not-for-profit membership organization serving CHCs and similar organizations that provide
primary health care to underserved populations in Idaho and bordering communities. IPCA
coordinates and facilitates shared activities among CHCs and advocates for the expansion of
preventive and primary care among underserved populations. IPCA works with organizations
interested in developing new CHCs or expanding CHCs to new sites including helping them with
the Federal application process.

Idaho Chapter of the American Academy of Pediatrics. The Idaho AAP works with
pediatricians and others around the State to address a range of health care issues involving
children. These issues have included the creation of a volunteer immunization registry, SCHIP
enrollment, asthma, and parent education. The Executive Director of AAP is a nurse at St.
Luke’s Hospitals and the Coordinator for the Idaho Perinatal Project.

Idaho Perinatal Project. While not an association in and of itself, the Perinatal Project is an
umbrella organization for a number of key MCH Associations. The Idaho AAP, Association of
Women’s Health, Obstetric and Neonatal Nurses (AWHONN), and American College of
Obstetrics and Gynecologists hold business meetings during the Perinatal Project Conferences.
The conference provides an opportunity for networking among different provider types and
offers continuing education credits for a variety of fields.

Idaho Rural Health Association. The Idaho Rural Health Association is a project of the
Institute of Rural Health at Idaho State University. The purpose of IRHA is “to improve the
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health of rural Idahoans and populations through establishing access to appropriate and equitable
health care services and to assist its members in providing leadership on rural issues through
advocacy, communications, education, evidence-based research, and community health
education.” The organization has held four biennial conferences; the last in 2004 included joint
sessions with the Idaho Psychological Association.

Other professional organizations include the Idaho Chapter of the American College of Nurse-
Midwives, the Academy of Family Physicians, and the Idaho Nurses Association.

7. Advocacy Groups

Idaho Parents Unlimited (IPUL). 1PUL is a statewide organization founded to provide support,
information, and technical assistance to parents of children and youth with disabilities. Since
1989, IPUL has been designated as Idaho’s Parent Training and Information Center (PTI) by the
U.S. Department of Education, which provides funding for its programs. IPUL conducts regional
workshops to inform families about a variety of topics including special education policies,
written material, individual consultations, and a toll-free information number for families.

Idaho Covering Kids and Families is a 5-year initiative funded by the Robert Wood Johnson
Foundation that works at the State and Community-level to promote the identification and
enrollment of children in health insurance. There are both a statewide coalition and 3 community
partnership sites covering 11 counties.

The Idaho Association for the Education of Young Children (IAEYC) is both a professional
organization for early childhood educators and an advocacy organization focused on early
education issues. IAEYC has been the holder of the Healthy Child Care America grant that
promotes stronger links between health and child care and conducts Medicaid and SCHIP
outreach in child care settings. IAEYC provide scholarships for child care providers to increase
their training and education and advocates for improved child care regulations.

D. The Provider Picture

1. Health Professional Shortage Designations for Rural Areas

The Federal Government has established two main health care shortage area designation
systems, Health Professional Shortage Areas (HPSAs) and Medically Underserved
Areas/Medically Underserved Populations (MUAS/MUPs), to help recruit, retain, and support
RHPs and the provision of services to rural areas. These shortage area designations are used by
multiple Federal agencies to determine eligibility and funding preference. Currently, only 9.6
percent of nonmetropolitan counties have no designation as full- or partial-county

HPSAs or MUA/MUPs (Hartley and Gale, 2003).
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a. HPSA Designations

Areas designated as HPSAs have inadequate access to one or more of the following categories of
care: 1) primary care, 2) mental health care, and 3) dental care. Areas must exceed a specified
ratio of population to full-time-equivalent providers and lack adequate access to health services
in adjacent areas. Lastly, shortage areas can be designated at the county and subcounty levels.
Within each of these levels, shortages can apply to the entire population, a geographic HPSA, or
a particular population group, a population HPSA. Population subgroups may include federally
recognized tribes, migrant and seasonal workers, and the low-income among others (Hartley and
Gale, 2003).

The majority of counties in Idaho have areas with at least one of the three categories of HPSA
designations (IDHW Office of Rural Health and Primary Care, 2004). Eighty-four (84) percent
of counties had current or pending primary care HPSA designations in 2004. The proportion has
not significantly changed since the late 1990s. In addition, about 68 percent of counties have a
dental care HPSA designation. This represents a decrease since 1998, when 78 percent of
counties in Idaho had dental care HPSA designations (Idaho Department of Health and Welfare,
1999). However, the number of counties with geographic dental HPSASs has increased from 7 in
1998 to 14 in 2004. This may indicate that the health professional shortage has worsened in these
counties and now affects the entire population rather than just a subgroup. Lastly, all 44 counties
have mental health care HPSA designations. This represents a significant recent increase. In
1998, no counties in health districts 1 and 4 had a mental health care HPSA designation.
Moreover, all of these designations are geographic HPSAs and therefore represent mental health
professional shortages for the entire population in those areas (Idaho Department of Health and
Welfare, 2004b).

b. MUA/MUP Designations

The MUA/MUP system was initially established as a means to identify ideal areas to locate
Community and MHCs. Areas designated as MUAS/MUPs are similar to primary health care
HPSAs, but have less rigorous requirements. Communities that fail to qualify for a HPSA
designation often obtain MUA designation to ensure they will qualify for some Federal funding.
Communities applying for MUA designation are assigned a score using the Index of Medical
Underservice (IMU). The IMU is based on four variables: 1) ratio of primary care physicians per
1,000 people, 2) IMR in the area or among the population group, 3) percentage of the population
living below the FPL, and 4) percentage of population age 65 and older. The lower the score, the
more underserved a community is. Areas with an IMU score of 62.0 or lower are designated as
MUAs and MUPs (Hartley and Gale, 2003).

Just over half, 53 percent, of Idaho’s counties had at least one area with a MUA/MUP
designation in 1998 (Idaho Department of Health and Welfare, 1999). This proportion has since
grown to 68 percent of counties in 2004 (Idaho Department of Health and Welfare, 2004c). Also,
in 1998, there were only two counties with MUP designations, but this number increased to
seven in 2004. Most designated counties scored just below the 62.0 IMU cutoff. However,
several counties had relatively lower scores and thus a more severe health care shortage. Clark,
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Elmore, Owyhee, and Boise Counties all scored less than 51.0 on the IMU in 2004 (Bureau of
Primary Health Care, 2005).

C. Physician Availability

As reported in the Statistical Abstract of the United States: 2004-2005, 2,158 non-Federal
physicians were in active practice in Idaho in 2002 (U.S. Census Bureau, 2004b). The physician
rate per 100,000 residents was reported as 161, the lowest rate of all States and Puerto Rico. A
survey conducted by the Dartmouth University, Center for Evaluative Clinical Sciences using
2000 physician supply data and 2000 Census data indicates that 87 general pediatricians, 13
pediatric subspecialists, and 530 family practitioners are practicing in ldaho.

Using data from the American Medical Association, the Kaiser Foundation has developed
information detailing the race and ethnicity of non-Federal physicians by State. In 2003, the
number of white physicians in ldaho was reported as 1,711 (71.0 percent of the total number), 10
Black physicians, 35 Hispanic physicians (1.45 percent), 37 Asian or Pacific Islander physicians
(1.54 percent), and 2 American Indian or Alaskan Native physicians. Data were not available for
598 physicians (25 percent) (Kaiser Family Foundation, 2005h).

E. The Financing Picture
1. State and Federal Appropriations
a. FY 2005 State Appropriations

Over $3 billion a year are spent on health care in Idaho (National Health Statistics Group, 2004).
Twenty (20) percent of all State dollars are expended for health and social service programs in
Idaho, but this category accounts for 32 percent of government spending when Federal funds are
included.

Seventy-three (73) percent of all moneys appropriated to the Department of Health and Welfare
are expended by the Medicaid Program (Idaho Legislative Services Office, 2004). Since 1995,
growth in the Department of Health and Welfare (less Medicaid) has remained relatively flat,
while Medicaid has grown significantly. From 1990 through 2005, Medicaid has grown 935
percent, compared to the rest of the Department budget, which increased by 112 percent.
Medicaid made up 5 percent of the State General Fund budget in 1990 but has grown to about 14
percent in 2005. The single biggest category of expenditures under Medicaid in FY 2004 was
prescription drugs, which accounted for $146.3 million or 15 percent of all expenditures.
Inpatient hospital costs were a close second at $145.3 million followed by nursing facilities,
which mostly serve the elderly, at $124.8 million (Idaho Legislative Services Office, 2004).

When comparing Medicaid enroliment and expenditures, most Western States rank in the lower
half nationally. From 1998 through 2002, expenditures grew significantly, while the cost per
enrollee went down in Idaho, Nevada, Utah, and Wyoming (Idaho Legislative Services Office,
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2004). This suggests that most of the increased cost was due to increasing enrollment in these
States.

Approximately $38 million dollars were appropriated to public health in FY 1995 and $68.8
million in FY 2005, reflecting an annual change of 6 percent and a total change of 78.9 percent
(Idaho Legislative Services Office, 2004). This includes funding to District Health Departments,
but excludes Medicaid expenditures.

During the key informant interviews, one of the major areas of concern involved the planned
sunset of the half-cent temporary sales tax increase that the legislature enacted in 2003 because
of the economic downturn. This decrease will take place June 30, 2005. The temporary increase
is expected to contribute $178.9 million dollars to the State revenues in FY 2005, which is 8.1
percent of total revenue. There is a great deal of concern among the health and social service
community about that loss of revenue, especially at a time when Federal funding for health and
social services may also face reductions.

b. Federal Appropriations

According to the Consolidated Federal Funds Report for Fiscal Year 2003, the Federal
Government per capital expenditure by Idaho was slightly in excess of $6,000 (U.S. Census
Bureau, 2004c). This compares to an U.S. average of $7,000 and the highest average in Alaska
of over $12,000 and the lowest in Nevada of $5,200. Total Federal Government expenditures by
Idaho in 2003 were $8.6 million compared to $5.3 million in 1995.

There are a variety of sources of Federal funding for health and human services that flow into
Idaho. The table below lists a few of those sources and the total amount of spending. There are
many other programs that provide services to the MCH populations in Idaho. For example, the
Department of Housing and Urban Development provided $77.3 million in funds to Idaho in
2003. A portion of these funds is directed to a segment of the MCH population to address one of
their most basic needs: housing. The wide range of Federal funding services and the extensive
amount of total spending illustrates the need to consider a wide range of services and funding
sources when considering how to address the needs identified in this assessment.
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Table 1V-11.
Federal Funding for Selected Health and Human Service Programs in Idaho

2003
Total Amount FY 2003 (in
Shlllaesteldlles Millions of Dollars)
Medicaid $644.9
Food Stamps $76.6
TANF $37.5"
Head Start $30.2
WIC $17.9

Child Care and Development Block Grant (Mandatory and

Matching Funds) $10.8
Social Services Block Grant $7.8
Maternal and Child Health Block Grant $2.7
Early Intervention Program $2.2
Preschool Special Education $2.1
Family Planning Services $1.5
Comprehensive Community Mental Health Services for $1.4

Children and Families

Source: U.S. Census Bureau, 2004c

F. Data

The Health Districts and the Regional Health and Welfare offices reported limited use of data for
program planning. Most of the key informants we spoke with said they had little data available
for these purposes. Most of the data they saw on a regular basis were process measures such as
how many clients were served. The major exception was the Infant-Toddler Program and the
Special Education Program who made extensive use of program data to set priorities and
establish program goals. The Part B and Part C annual performance reports required by the
Department of Education have some useful features that are worth emulating in other
performance reports (Idaho Department of Education, 2004).

States are required to report trends over time on indicators and to account for both progress and
slippage. Future activities designed to improve the results on the indicator are also listed. If data
are not available, efforts to develop that data are noted. Performance measures that require
qualitative assessments are also treated the same with a need to talk about trends and reasons for
progress or slippage. These features make the data useful for understanding the current status of
the program and for focusing program staff on improving both performance and data. It should
be noted that one of the flaws of the reporting system is that States are required to report on an
enormous number of indicators, which is burdensome and can detract from the focus on key

! Idaho’s total TANF allocation in FY 2003 was 53.4 million. The State transferred 8.7 million to the Child Care
Development Fund Block Grant and 1.4 million to the Social Services Block Grant. An additional $12.2 million was
unspent at the end of the year. These unspent funds were available for carryover (Office of Family Assistance,
2004).
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indicators of program performance. Performance improvement efforts that borrow the overall
approach without incorporating the flaws could be very useful.

G. TitleV

A major component of the health care infrastructure in each State is the Title VV Program. As
described earlier, every 5 years, States are required under the Title V Maternal and Child Health
Grant to conduct a comprehensive MCH assessment. This section describes Title V and the
Block Grant and addresses the issue of how Title V is and can be used to meet the needs of the
MCH population.

What is Title V?

The Title V Maternal Child Health Block Grant statute is authorized to improve the health of all
mothers, infants, children, youth, and CSHCN consistent with national health objectives. Like
public health programs, Title V always has focused on entire populations, unrestricted by
categorical eligibility requirements. The program's statutory mission remains to improve the
health of all mothers and children. With roots in child labor protections, child welfare, and
health, Title V provides for comprehensive, family-centered policies and programs.

Title V is intended to enable each State to provide and assess quality MCH services, reduce
infant mortality, prevent diseases and disabilities, promote health, provide services to children
and youth with disabilities, and promote community-based, coordinated care. The program is
referred to as “Title V”” because the Social Security Act of 1935 included a section (Title V)
authorizing grants to States to promote maternal child health. While Title V has evolved over the
years to strengthen accountability while maintaining State flexibility, its mission has remained
the same: improve the health of mothers, infants, children, youth, and CSHCN in each of the
States and Territories.

Each state has a Title V Agency generally housed within the State’s public health agency’s
organizational entity focused on maternal, child, and family health issues.

How Do States Obtain Title V Funds?

Each State receives Title V funds earmarked for the improvement of MCH. The amount each
State is allocated from the overall Federal allocation is calculated on a formula basis factoring in
child poverty rates and the level of funding the State received prior to the development of a
Block Grant approach. States are required to match $3 for every $4 that is allocated. The match
can include local expenditures on MCH. A Block Grant means that States receive a block of
dollars that are not tied to specific categorical services. As a block grant, States have extensive
flexibility as to how their funds are used as long as activities are focused on the improvement of
MCH. However, some guidelines are in place to assure that attention is paid to specific MCH
population groups. States must document that 30 percent of their MCH Block Grant funds are
used for prevention and primary care activities for children, with another 30 percent directed to
activities to service CSHCN and their families.
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The Idaho Title V Agency is the Department of Health’s BOCAPS. The Idaho 2004 Title V
Block Grant Award was $3,387,761. Thirty (30) percent of the block grant was used to support
primary and preventive care for children, and 45 percent was used to support programs and
initiatives for CSHCN. The State and local matching funds amounted to $2.54 million, $1.54 of
which consisted of local health district funds invested immunization and reproductive health
programs.

Among other things, Idaho used Title V funds to support:

. Activities to improve access to and quality of care for CSHCN

. Comprehensive reproductive health services for low-income residents

. Improvements in access to dental services including dental sealant programs for
low-income children

. Access to genetic and metabolic specialists and genetics counseling

o Health surveillance activities in the District Health Offices

o The Idaho Perinatal Risk Assessment Tracking Survey.

Each year the state Title VV agency must prepare a Title V application that describes how the
MCH funds will be used to meet the identified needs of mothers, infants, children, youth, and
CSHCN in their State. This application must be accompanied by an annual report that describes
the outcomes from the previous year achieved through the auspices of the Title V program.
Every 5 years, each State is required to conduct a comprehensive assessment of the needs of their
MCH population groups and of the capacity of systems in the State to address those needs.

Title V in other Program Statutes

To promote collaboration among programs designed to serve the MCH population groups, other
programs have statutory requirements to work with the State Title V agencies:

. The Medicaid statute was amended in 1967 to require that States provide for
agreements with Title V agencies to deliver Medicaid services. This language has
been interpreted to place Title V in the position of payer of last resort, after
Medicaid. The language also assures that Title V services can be billed to
Medicaid for Medicaid-eligible children and offered free of charge to others. This
provision, which is contrary to general Medicaid policy requiring payment for all
services, has been used in Title VV-supported, school-based health programs.
Finally, some have used the language to argue that Title V programs should
receive cost-based Medicaid reimbursement. Federal Medicaid regulations
provide additional requirements for Medicaid agreements with Title V.

. Amendments to Medicaid to address managed care made special provisions for
CSHCN, citing Title V as one category in defining special needs children exempt
from mandatory enrollment.
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. The Federal State Children's Health Insurance Program legislation requires
States to coordinate with MCH programs. Although Title V is not specifically
cited, this was the intent behind the language.

. In the Supplemental Security Income (SSI) for Disabled Children Program,
reference to Title V has provided the basis for State CSHCN programs to receive
lists of all children enrolled in SSI. These lists have facilitated Title V outreach
and follow-up to assure these children are linked with needed services. This
policy also helped support a Title V role in outreach and recertification efforts
following changes in Federal eligibility rules in the 1990s.

. The authorization for the federal Healthy Start program requires grantees to
coordinate their services and activities with state Title V agencies.

As the only Federal program with a focus on all
mothers, children, and families, Title V is mandated
to work with the entire range of public and private
sector organizations, agencies and initiatives that
address issues related to improving the health of
women, infants, children, youth, and CSHCN. The
State Title V agency therefore has a unique
perspective on the State’s MCH system and can and
should focus on understanding the system’s overall
strengths and challenges so that plans can be
developed to address the challenges.

Moving from Paying for Services to Building
Systems of Care

MCH and CSHCN programs historically have played
a strong role in “filling the gaps” or serving as part of
a “safety net” for low-income, underserved, and
special needs populations. Many State programs
historically filled this role by directly providing
services through state and local clinics. As the Nation
took action, beginning in the late 1980s, to improve
health care coverage for children and pregnant
women, and as Medicaid recipients moved to
managed care delivery systems, public health
programs re-examined their roles. There was less of a
role for these systems in providing direct health care.

Building a Systersm for Children with
Asthma

Traditionally, public health (using
epidemiological methods) works to
eliminate or reduce environmental
contributors affecting asthma rates.
Health care providers medically
managed children with asthma.
Child care centers and schools
sought help preventing and
managing asthma in efforts to
reduce absenteeism. The Title V
systems-building role is to bring
together all the stakeholders and
assure that all of the components
and strategies are carried out in a
coordinated and integrated way
and monitored, evaluated, and
adjusted as necessary. The Title V
Program leads only some of these
components, but it works with the
others to ensure that the entire
picture is addressed and that the
system is linked and responsive to
families.

The trend in moving away has continued especially with the advent of the SCHIP and

more recently with the expansion in the number of CHCs.

As aresult, in a desire to use Title V funds as effectively as possible, MCH Title V

programs are decreasing their role in “direct service” while focusing more on systems
building. Systems building means that instead of using all the Title V funds to pay for
specific services for a few, the focus is on building and sustaining a system of services
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that will care for the many. Title V programs build systems of care by working
collaboratively with the public and private health sectors, health care insurers, and the
full array of child and family service organizations and agencies. Title V funds are used
to conduct assessments and provide leadership to mobilize and convene providers and
consumers to plan, implement, monitor, and evaluate strategies to promote systems of
care for mothers, children, and families. Title V funds can be blended with other State
and Federal resources to provide seamless care to the MCH populations.

Over the last several decades, the Federal Maternal and Children’s Health Bureau (MCHB) has
placed strong emphasis on systems development. Congress first added language focusing on this
Title V role in 1987 and later in the 1989 amendments. State systems development for children
and youth with special health care needs is now incorporated into national health objectives as
well as Title V performance measures. Title V agencies and their partners strive to develop
systems of care that are family centered, comprehensive, coordinated, culturally competent, and
community based.

The Core MCH Services Pyramid

In the 1990s, the Federal MCHB developed a framework for Title V that graphically represents
the role of the program as the foundation for the family health system and helps to visualize the
shift in emphasis from direct services to systems building.

Now known as the MCH pyramid, the framework is consistent with the essential public health
services described below and distills core MCH services into four main categories within an
overall system of care.
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DIRECT
HEAL TH CARE
SERWICES:
(Gap FILLING)

Examples:
azic Health Services, and
Health Services for CSHCM

ENAHL ING SERWICES:

Examples:

Tranzspartation, Trarslstion, Outreach,
Respite Care, Heatth Education, Family
Support Zervices, Purchase of Health
Insurance, Case Management, Coordination
with Medicaid | Wi, and Education

POPLULATION-BASED SERWICES:

Examples:

Mesvborn Screening, Lead Screening, Immunization,
Sudden Infant Death Syndrome Counseling,
Oral Health, Injury Prevertion, Mutrition,
and CutreachiPublic Education

INFRASTRUCTURE BUILDING SERMVICES:

Examples:

mHeeds Azsessment, Evaluation, Planning, Policy Development,
Coordination, Quality Assurance, Standards Development, Monitaring,
Training, Applied Research, Systems of Care, and Information Systems

Infrastructure Building Services are services and activities that are important to
the entire MCH system.

" Example: Services for data collection and data analysis used for policy
and program development and evaluation

Population Based Services in this framework are largely primary prevention
programs, universally reaching everyone that might be affected or in need.

" Example: Services for the organization, promotion, provision and
monitoring of immunizations for all children in the State

Enabling Services help families access and use health services and are usually
targeted to families that have special needs or face specific barriers.
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. Example: Services that provide families with information about available
resources and assistance in using them

. Direct Health Care Services are directly provided to individuals by grantees,
contractors, or State or local agency staff. Title VV programs commonly support
prenatal care, well-child and school-based health services, and specialty services
for children and youth with special health care needs.

" Example: Prenatal care, well-child care, or specialty services for a
particular MCH population groups

Federal Title V requirements, including applications, annual reports, and performance measures,
are tied to this framework.

Title V’s role has always been to “assure” services, a role for public health also emphasized in
the Institute of Medicine’s core public health roles. State leaders can assure services through
multiple mechanisms, including needs assessment, planning, and recommendations to State
policymakers and other agencies to fill gaps. But when no other recourse is available, State
leaders use Title V resources to provide access. As the need for Title V to fund direct services
has diminished, States have begun to shift resources down through the pyramid to support
enabling, population-based, and infrastructure-building services.

Because of the flexibility inherent in Title V, it is a resource that States can use to diminish the
fragmentation and duplication that so often accompanies categorical funding and develop ways
to develop systems of care rather than categories of services.

Essential Public Health Functions

To fulfill the Title V mission and promote collaborative systems building, State Title V programs
engage in certain essential public health functions.

The Institute of Medicine in a 1989 report, Toward the Future of Public Health, recommended
that public health agencies focus on three core functions. These include:

° Assessment
. Policy Development
° Assurance

The I0OM suggested that public health agencies should envision as their responsibility the
assessment of health status and the factors that influence health status, the formation of policy to
promote and protect the health of the public, and activities to assure access to and the quality of
public health services. This was meant to imply not that public health agencies are solely
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responsible for the conduct of these activities but that they should take a leadership role and
convening responsibilities to see the health of the public is protected and promoted.

Simultaneous to this work by the IOM, the AMCHP, in collaboration with the Federal MCHB
and The Johns Hopkins University Child and Adolescent Health Policy Center, formulated The
Public Maternal Child Health Program Functions Framework: Essential Public Health Services
to Promote Maternal, and Child Health in America. This document helped provide a common
framework for MCH programs across the country. The content is consistent with broader public
health frameworks but is tailored to promoting MCH and serving CSHCN. Strong emphasis is
placed on assuring availability, access, and quality of health services as well as on linkages with
other systems serving women, children, youth, and families. Because the MCH essential services
are adapted from the 10 essential public health services framework, they offer an important
common language and bridge to broader public health efforts.

Ten Essential Public Health Services to Promote Maternal and Child Health
and Existing and Potential Strategies for Providing These Services

This section discusses the ten essential public health services and describes some of the ways
that Title V is fulfilling these roles in Idaho. In addition, there is a discussion of some ways that
Title V and its partners can continue to fulfill these essential functions in the future. To
determine the state MCH Title V program’s capacity to carry out the essential public health
functions, AMCHP in collaboration with the MCHB and The Johns Hopkins University
developed CAST-5. CAST-5 is a process used to identify the organizational capacity needs of
the State Title V program and to specify ways to address these needs. CAST-5 was conducted
during this needs assessment and is a natural and important complement to the findings described
throughout this document.

1. Assess and monitor maternal and child health status to identify and address
problems.

The Title V agency is responsible for assessing and monitoring MCH to identify and address
problems. BOCAPS in Idaho has accomplished this through a variety of means including
supporting an increase in the number of women surveyed through the PRATS survey. One need
that was identified in this area was that local health districts are interested in being able to better
assess and monitor MCH in their region. They do not feel that they have adequate data on health
status at the regional level or their staff has the skills to conduct assessment activities. Enhancing
existing data and providing more extensive training in assessment at the district level are
additional ways that this essential service could be provided.

2. Diagnose and investigate health problems and health hazards affecting women,
children, and youth.

One of the health problems BOCAPS is currently helping investigate relates to concerns over
health complications that may be occurring when lay midwives deliver babies. There are many
health problems that are surfacing in Idaho that need investigation including youth suicide,
diabetes, and obesity. Efforts are occurring in a variety of these areas, and it will be important
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that they result in recommendations that public health providers and their partners will be willing
and able to implement.

3. Inform and educate the public and families about MCH issues.

Some of the best examples of what has been done in this area are the activities around
breastfeeding promotion. State and local councils helped develop program activities that served
to education the public about breastfeeding. These efforts have paid off in increased percentages
of mothers who breastfeed their babies. There are lots of other areas where opportunities exist.
For example, postpartum depression appears to be a serious problem in Idaho, and BOCAPS and
its partners can play a role in educating the public and provider about this topic and what can be
done to help relieve the problem.

4. Mobilize community partnerships between policymakers, health care providers,
families, the general public, and others to identify and solve MCH problems.

BOCAPS has participated in a wide variety of efforts to identify and solve maternal and child
health problems. As noted, in years past the agency played a major role in developing Breast
Feeding Coalitions around the State. In more recent years the agency has played more of a
supportive role than a mobilizing role. While participation is important, there are some areas
where BOCAPS may be needed to play more of a mobilization role. District Health Departments
have expressed an interest in having a State staff person focused on MCH issues. BOCAPS may
have a role in creating and enhancing partnerships among District Health Departments, CHCs,
and Regional Health and Welfare offices.

5. Provide leadership for priority setting, planning, and policy development to support
community efforts to assure the health of women, children, youth, and their families.

Part of the reason that MCHB requires this 5-year needs assessment is to provide a tool that can
be used in planning and policy development. However, there is a real need to ensure that such
information is used for planning and policy development. As discussed in the system
collaboration chapter, Idaho has created many planning bodies and task forces to address
particular problems. At this point, there may be a need to step back and figure out how all the
pieces fit together and where responsibilities lie for setting priorities in particular areas and
among various populations.

6. Promote and enforce legal requirements that protect the health and safety of
women, children, and youth and ensure public accountability for their well-being.

The Title V agency and its partners have played a role in promoting legal requirements related to
the use of seatbelts and child safety seats. Idaho’s legislature is very reluctant to impose legal
requirements that restrict individual behavior. However, there may be other ways to promote and
enforce standards of behavior that protect health and safety. BOCAPS and its partners can
develop recommended screening tools that providers can utilize to identify high-risk pregnant
women or young children who may need assessment by the Infant-Toddler Program. By working
with Medicaid, providers, and insurance companies, it is possible that such tools would win
widespread adoption without being required by law.
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7. Link women, children, and youth to health and other community and family services
and assure access to comprehensive, quality systems of care.

The use of Title V funds to support the Idaho CareL.ine is one of the ways in which families are
linked to care in Idaho. Part of the responsibility for this function has shifted to the private sector
Medicaid care coordinators. However, it is unrealistic to expect these coordinators to be effective
without training and strong linkages to public sector health and welfare providers. Certification
and training of these providers, especially in providing services to special populations, is needed
in order for them to effectively link their clients to comprehensive services. Public health and its
partners must fulfill this function for the new system to fulfill its function.

8. Assure the capacity and competency of the public health and personal health work
force to address MCH needs effectively.

BOCAPS helps sponsor a number of meetings that are designed to provide continuing education
of health care providers. Despite this, District Health staff indicate that there is a need for
opportunities for educating and training both new and continuing staff in providing public health
services. Tools such as the Bright Futures publications may be useful in providing practical
information that can strengthen the services offered by public health agencies.

9. Evaluate the effectiveness, accessibility, and quality of personal health and
population-based MCH services.

One way to improve the ability to evaluate the effectiveness, accessibility, and quality of services
is to begin to include performance measures within contracts. It is important that such measures
are carefully selected and can be used for program planning. Other programs, such as the Infant-
Toddler Program, that have successfully used performance measures may be able to provide
useful information on how to succeed.

10.  Support research and demonstrations to gain new insights and innovative solutions
to MCH-related problems.

BOCAPS and its partners support such efforts through the collection of data that can be used to
obtain funding for research and demonstrations and in the analysis phase of research and
demonstrations. Other opportunities exist including having State and local staff serve as advisors
to research and demonstration efforts. Program staff are often experts on services and know a
great deal about what is happening in communities. They can serve as an excellent resource for
researchers as they try and figure out how to address health and welfare challenges.
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CHAPTER V

Pregnant Women and Mothers

A. Introduction

Healthy babies are most often born to women who were healthy prior to conception, wanted to
become pregnant, do not smoke or drink, live in a supportive environment, obtained early
prenatal care, and have adequate resources to support their physical, material, and emotional
health. Medical conditions, poor health behaviors, and negative environmental conditions can be
identified, treated, and/or eliminated prior to conception to improve the health of the woman as
well as decrease the likelihood of a poor birth outcome.

B. Characteristics of Women in Idaho

The distribution of race and ethnicity for women ages 15-44 mirrors the overall State
demographic distribution. Non-Hispanic Whites account for 87.1 percent of the population,
followed by Hispanic women at 9.3 percent. There are a small number of Native American,
Asian, and Black women living in Idaho.

Table V-1.
Population of Women Ages 15-44 by Race or Ethnicity, Idaho, 2002

Percent Count
Hispanic 9.3 26,288
White 87.1 247,376
Black 0.5 1,430
Native American 15 4,384
Asian 1.6 4,640
Total 100 284,818

Source: March of Dimes 2005a (analysis of US Bureau of the Census. Population estimates for are projected from
the 2000 Census based on bridged race categories, released by the National Center for Health Statistics.)

The women of childbearing age are concentrated in a few urban counties; given the rural and
frontier nature of Idaho, there are 14 counties that have fewer than 1,439 women ages 15-44.
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Figure V-1: Population of Women Ages 15-44, Idaho, 2002

- Ower 3,931(16)
- 1.438-3,931(14)
I:I Under 1.438{14)

Source: March of Dimes 2005b

The distribution by age among those 15-44 shows that almost 20 percent are teenagers.

Table V-2
Population of Women 15-44 by Age, Idaho, 2002

Percent Count
15-19 18.7 53,240
20-29 32.7 93,043
30-39 31 87,940
40-44 17.6 49,895
Total 100 284,818

Source: March of Dimes 2005b (analysis of US Bureau of the Census. Population estimates for are projected from
the 2000 Census based on bridged race categories, released by the National Center for Health Statistics.)

Finally, 15.3 percent of Idaho women ages 15-44 have incomes below the 100 percent FPL.
This is slightly more than the US average of 13.5 percent.
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Table V-3.
Women Ages 15-44 Below FPL, Idaho and U.S., 2000-2002 Average
Idaho (Percent) U.S. (Percent)

Women 15-44 15.3 135
Source: March of Dimes. (2005c.)

Within this demographic context, the rest of the section explores women’s health status and their
access and utilization of health and social services.

C. Pregnant Women Outcomes Examined

Three outcomes have been selected for in-depth examination for the Idaho Pregnant Women
population. Achieving these outcomes will help to ensure that women are healthy and able to
care for themselves and their families.

Table V-4.
Idaho Pregnant Women Outcomes

Women of childbearing age use ongoing preventive and primary care appropriately.

Pregnant women use early and adequate prenatal care.

Pregnant women use as appropriate the full range of enabling and support services to
promote a positive pregnancy outcome.

1. Women of childbearing age use ongoing preventive and primary care appropriately.

“l use doctors for my children but do not get medical care myself.”

Migrant Head Start Staff

Access to comprehensive, quality health services is an essential component of the health care
system. To be accessible, services must be affordable, available, and within a reasonable travel
distance. Also important is the quality and continuity of care available. This requires qualified
staff able to provide a constellation of services that are delivered with respect and confidentiality.

a. Health Insurance

While there are a number of factors that influence health utilization, arguably none is more
important in the United States than health insurance. When women are uninsured, they are more
likely to postpone important preventive services such as Pap tests and go without filling
prescriptions than their insured counterparts (Kaiser 2001).

The Kaiser Family Foundation describes Idaho’s proportion of uninsured women as higher than
the national average (20.1 percent to 17.7 percent). Although there is a larger proportion of low
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income women in Idaho, compared to the United States, their rate of uninsured is about the same

(see tables below).

Table V-5.
Health Insurance Enrollment of Women Ages 18 to 64, 2001-2002
Idaho usS
All Women Low-income* All Women Low-income
(Ages 18-64) Women (Ages 18-64) Women
(Ages 18-64) (Ages 18-64)

Estimated Number of 144 29,477
Women (Thousands) 401 (35.8% of Total) 90,394 (32.6% of Total)
Percent with
Private/Other** 71.3 43 73.7 42.6
Percent Medicaid 85 20.1 8.6 223
Percent Uninsured 20.1 36.9 17.7 35.2

*Low income is defined as <200% of poverty, or $30,040 for a family of 3 in 2002.

**Private/Other category includes: employer-based coverage, other private insurance, and other public insurance,
such as Medicare and military-related coverage.

Source: The Kaiser Family Foundation. (2005a). State level figures based on Urban Institute and Kaiser
Commission on Medicaid and the Uninsured estimates using pooled March 2002 and 2003 Current Population
Surveys. U.S total based on March 2003 Current Population Survey.

While the Kaiser data offer one estimate of the prevalence of the uninsured, the Idaho PRATS, a
self-report mailed survey to women 3-12 months postpartum, reports for 2001 a much larger
proportion of women without health insurance just before pregnancy.*

o More than 1 in 3 Idaho resident adult mothers (36.4 percent) reported that they
did not have health insurance at the time just before pregnancy.

. The lower-income (<$15,000) and Hispanic populations were more likely to lack
insurance compared with mothers who have higher household incomes and/or are
non-Hispanic Whites (IDHW, 2005a).

b. Health Insurance for Pregnant Women

Lack of health insurance precludes many pregnant women from getting the prenatal care they
need. In 2001, approximately 45 percent of women who reported not obtaining prenatal care as
early as desired indicated that it was because they did not have enough money or insurance to
pay for the visits (28.1 percent) or did not have a Medicaid card (17.0 percent) (IDHW, 2005a).

! The PRATS data is a valuable source of information about pregnancy health and has been utilized throughout this
needs assessment. However, like other data sources, PRATS data has limitations. With self-report surveys, there is a
potential for under- or overreporting. As importantly, the PRATS survey collects data 3-12 months postpartum, and
some questions ask the respondent to remember events or behaviors up to 12 months before they were pregnant.
Therefore, some mothers may be asked to remember events that happened 33 months earlier. Mothers who respond
to the survey when their infant is younger may recall events more accurately than mothers who respond when their
infant is older.
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Pregnant women who fall under 133 percent of the Federal poverty guidelines can qualify for
Idaho Medicaid’s Pregnant Women and Children (PWC) program (also known as Low Income
Pregnant Women Medical Assistance). In 2001, approximately 40 percent of Idaho resident adult
mothers reported applying for Medicaid coverage during their pregnancy (IDHW, 2005a). Of
these women, 16.2 percent reported being told they were not eligible for the program. Hispanic
populations were more likely to report they were told they were ineligible for Medicaid services
(34.2 percent) than non-Hispanic mothers (12.7 percent). Mothers aged 35 and older reported
being told they were ineligible for Medicaid services (36.0 percent) more than any other age
group (IDHW, 2005a).

The reasons cited for ineligibility require further examination. Hispanic focus group participants
reported general confusion on residency requirements for Medicaid. While the Medicaid
application states that a Resident Alien Card (if not a U.S. citizen) or other residency documents
are required, one woman noted that undocumented pregnant women in Idaho cannot qualify for
Medicaid to cover prenatal care expenses, only delivery. It was also stated that the State wanted
to see an actual citizen card, not just clearance papers from immigration. The forthcoming
PRATS 2002 data further examines the reasons women were told they were ineligible, and that
information will assist the State in understanding issues related to misinformation or
miscommunication about policy requirements.

Lack of adequate health insurance not only prevents women from receiving the prenatal care
they need; it may also influence their decision as to where to deliver their infants. Focus group
participants and key informants described the cost of hospital care as a major factor in choosing a
home birth. Hospital delivery is approximately $5,000, while in comparison the cost of lay
midwife services for prenatal and delivery care is approximately $1,000.

It is also interesting to note that in a study conducted by the Urban Institute and the Center for
Studying Health System Change, to assess changes in Medicaid fees, Idaho reported only a 3.8
cumulative percentage change in Medicaid fees for obstetric care over the years 1998-2003. This
compares to a U.S. cumulative percentage change of 10.2 percent for obstetric care (Zuckerman,
2004). The adequacy of reimbursement can have a direct effect on the ability of a provider to
offer services to those with Medicaid insurance.

C. Medicaid Guidelines
There are two major Medicaid programs in Idaho:

1. Title XIX AFDC-related coverage groups (Income is based on the AFDC Payment
Standard in 1996). This includes the full package of Medicaid benefits.

2. Title XIX Medicaid coverage groups of Qualified Pregnant Women or Low Income
Families with Children (Income is up to 133 percent of the Federal poverty guidelines).
This includes pregnancy-related services only.
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Both of these coverage groups are federally required. The Qualified Pregnant Women or Low
Income Families with Children coverage group is known in Idaho as the Pregnant Women and
Children program (PWC). Idaho is one of 13 states that chose not to expand coverage beyond the
federal requirement (133 percent of poverty) for pregnant women.

PWC Coverage is limited to pregnancy-related and postpartum services. These include
pregnancy testing, vitamins, lab and x-ray services, dental care, outpatient mental health
services, OB/GYN visits, labor and delivery, and any other Medicaid services that the woman’s
doctor feels are medically necessary to ensure a positive outcome for the mother and baby.
Nutrition, breastfeeding, and social support services are also included in the package of benefits.
This package of services is not well understood or utilized by key-informant prenatal care
providers. In particular, some providers reported that mental health services are not allowable
services, even if prenatal or postpartum depression is indicated. Further investigation into the
number of auxiliary service claims would be useful to understand better the breadth of care
utilized.

PWC medical assistance coverage extends through the 60-day postpartum period if the woman
applied for medical assistance while pregnant and was receiving medical assistance when the
child was born. An individual who applies for PWC medical assistance after the child is born is
not eligible for the 60-day postpartum period. In other words, unless women received prenatal
care or were enrolled in health insurance during pregnancy, they are not able to receive any
postpartum service. For these women, services that treat maternal and postpartum complications
or screen for postpartum depression cannot not be provided.

A pregnant woman can obtain limited ambulatory prenatal care as a presumptively eligible (PE)
pregnant woman through the end of the month after the month in which the provider completes
the PE determination. PE coverage is designed to provide limited prenatal care during the time
between the pregnancy diagnosis and the eligibility determination. A qualified PE provider, such
as a District Health Office (DHO), accepts written requests for these services and completes the
eligibility determination. The Central District Health Department is one provider who both is a
PE provider and bills Medicaid for an abbreviated version of the high-risk PWC services. They
know of no one else in the State who is performing such services. The number of geographic
distribution of qualified PE providers is not available for this assessment.

The Idaho Medicaid Policy Team described how Medicaid supports enhanced services for high-
risk pregnancies (key informant interview, October 2004). Health providers make the clinical
determination whether the pregnant woman is experiencing a high-risk pregnancy. If so, she is
able to receive two social-service visits, an additional two nutrition visits, two nursing visits, and
a once-per-month risk-reduction visit. Guidelines are not Web posted or available through other
established information venues, nor are they included in the provider or family manual. Broader
awareness and utilization of this important resource could have very beneficial effects for the
outcomes of high-risk pregnancies. Further investigation is also required to better describe the
number of women who use these high-risk services and their pregnancy outcomes.

As of January 2005, the Medicaid Care Management Team instituted a new high-risk prenatal
identification system and followup. The program integrates the Qualis Utilization Management
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(UM) and Case Management (CM) services for the prenatal population. The UM service
identifies pregnant women who have been in the hospital longer than 3 days, and for such
patients, the CM service works closely with hospital discharge planners and in-home or
community supports to move the patient out of the hospital and into her home. The Case
Manager provides support by telephone, assisting the pregnant woman to get the services that
she needs, and solving how to access outpatient, ongoing prenatal care. A pregnant woman can
also be included in these case management services if referred by her doctor. This new initiative
will be described in the January 2005 Medicaid newsletter and a letter will be sent to every
provider who submitted an OB claim in the last year. This is a promising initiative that will
better link pregnant women to necessary health services. There seems to be a disconnect between
the Medicaid CM staff interviewed and the Medicaid Policy Team regarding this service as the
case managers interviewed were not aware of the additional services high-risk women can
access.

Further exploration is required to understand if women are aware of Medicaid eligibility
guidelines and services available. To obtain prenatal care in the first trimester of pregnancy, the
pregnant woman needs to begin the Medicaid application process as soon as possible. Currently,
Medicaid does not fund any outreach program for eligible pregnant women. Furthermore, while
the Medicaid application for assistance is easy to understand, there are no statewide materials
that describe the benefits and rules for the PWC program to pregnant women who are low
literacy. Materials in Spanish are available.

Another important Medicaid program is the Medicaid waiver for family planning as it affects
women’s access to care. The waiver serves to extend eligibility for Medicaid-covered family
planning services to individuals who would otherwise not be eligible for such care. An
evaluation commissioned by the Federal CMS documented that not only did these expanded
programs provide critical contraceptive services as well as tests for cervical cancer, sexually
transmitted diseases, and HIV for those who would otherwise not be eligible for such care, but
they actually saved money for both the State and the Federal governments. Currently, there are
16 states that have a Medicaid family planning waiver. Idaho is not one of them (Gold, 2004).

d. State Policies and Practices for Private Insurance

The Henry J. Kaiser Family Foundation identifies specific State policies that include regulations
to promote access to women’s health services. The table below describes women’s health
services that some States regulate as mandated benefits of private insurers. Of the specific
possible mandated benefits highlighted by Kaiser, Idaho mandates direct access to OB/GYN
physicians and permits them to act as primary care providers.

Table V-6
Idaho Mandated Benefits, Private Insurers
Idaho U.S.
Mandates Contraceptive Coverage? No 21 Yes
Mandates Coverage of Mastectomy Stay? No 20 Yes
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Table V-6
Idaho Mandated Benefits, Private Insurers
Idaho U.S.
Mandates Reconstructive Surgery After Mastectomy? No 39 Yes
Mandates Osteoporosis Screening? No 13 Yes
Mandates Chlamydia Screening? No 3 Yes
Mandates Infertility Diagnosis and Treatment? No 14 Yes
Mandates Direct Access to OB/GYNs? Yes 40 Yes
Mandates that OB/GYNs can be Primary Care Providers? Yes 17 Yes

Source: The Kaiser Family Foundation, 2005b.
e. Family Planning

It is important to examine access to and utilization of family planning services when assessing
women’s health. Not only is family planning utilization an indication that women are accessing
preventive services; it also helps women and their partners to realize their family size goals and
the timing of those goals. Furthermore, for every public dollar spent on family planning services,
$3 are saved in Medicaid costs for pregnancy-related and newborn care (Guttmacher, 2000).

) Number and Distribution of Family Planning Clinics in Idaho

In 2003, there were 69 publicly supported family planning clinics in Idaho; 39 are administered
by health departments, 5 by hospitals, 1 by Planned Parenthood, 18 by CHCs, and 6 by other
types of agencies (Guttmacher, 2004).

Funding for Title X Supported Clinics, the Federal grant which provides for a range of
reproductive health services for women and men who are at or below the poverty level, has
increased slightly over the last 3 years. The State does not supplement Federal dollars. Of the 69
family planning clinics, approximately 40 are supported with Title X dollars. The DHOs
administer most of these 40 clinics. Due to almost level funding, DHOs report that they are
allocating resources from other projects to meet demand.

. Women Receiving Family Planning Services Prior to Pregnancy

Description of Need

The Guttmacher Institute attempts to quantify the number of Idahoan women in need of
contraceptive services and supplies (see http://www.guttmacher.org/pubs/win/index.html).
Women are defined as “in need of contraceptive services and supplies” during a given year if
they are aged 13-44 and meet three criteria: (1) they are sexually active, that is, they have ever
had intercourse; (2) they are fecund, meaning that neither they nor their partner have been
contraceptively sterilized and they do not believe that they are infecund for any other reason; and
(3) during at least part of the year, they are neither intentionally pregnant nor trying to become
pregnant.
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According to Guttmacher, in 2002, there were 140,820 women in need of contraceptive services
and supplies in Idaho. Of these, 80,360 women—including 22,380 teenagers—are in need of
publicly supported contraceptive services (Guttmacher, 2004).

Service Utilization

In 2001, family planning clinics in Idaho serve 41,720 women, including 12,890 teenagers.
Seventy-five (75) percent are served by health departments, 1 percent by hospitals, 14 percent by
Planned Parenthood, 8 percent by community health centers, and 2 percent by other types of
agencies. Title X-supported clinics in Idaho served the majority of these women (37,090 out of
41,720). Of the total number of women served in Title X-supported clinics in Idaho, 11,300 are
teenagers (see Figure V-2 below).

Figure V-2: Percent of Women Served by Type of Family Planning Clinic, 2001

Percent of Women Served By Type of Family Planning Clinic
Other Agencies
2%

Community Health
Centers
8%

Planned Parenthood
14%

Hospitals
1%

Health Departments
75%

Source: Number of publicly funded family planning clinics and female clients served by type of provider, 2001: AGI,
special tabulations of AGI's 2001 census of all publicly funded family planning clinics, methodology and national
data reported in Frost J, Frohwirth, L and Purcell, A, “The availability and use of publicly funded family planning
clinics: U.S. Trends, 1994-2001,” forthcoming in Perspectives on Sexual and Reproductive Health, 2004

In 2003, The Idaho Reproductive Health Program (Title X) provided education, counseling, and
health services to more than 38,500 Idahoans.

In comparison to the United States average, Idaho has been successful in reaching its population
in need of Title X services. In the United States, approximately 40 percent of the women in need
of public services received them, while Idaho has served 50 percent of its target population
(Table V-7).
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Table V-7
Total Number of Women in Need of Contraceptive Services and Supplies, 2002;
Number Served by Publicly Funded Clinics, 2001; and the Ratio*
of Women Served to Women in Need of Public Services

Women in Need of Women Served at Ratio of Women Served to
Contraceptive Publicly Funded Women in Need of Public
Services and Supplies, 2002 Clinics, 2001 Services
Total In Need of Public
Services**
us
34,241,690 16,776,730 6,663,570 40%
Idaho
145,110 83,120 41,720 50%

*These ratios estimate the need that is met by clinics. They exclude women who receive Medicaid-covered services
from private providers and users of nonprescription methods who have not visited a contraceptive service provider.
In addition, they include some nonpoor women who are served by publicly funded clinics even though they do not
fit the income definition of women in need.

**Women in need of public services include adult women below 250 percent of the FPL plus all women younger
than 20 who are in need of contraceptive services and supplies.

Source: Guttmacher, 2004

Although these numbers reflect the successful outreach and accessibility of current services,
there may still be pockets of the Idaho community that are not well served. While Title X is
reaching half the eligible population, it is unknown if the other 50 percent are receiving services.
Latina women, in particular, are reported to have little access to family planning information.
According to IPCA’s focus group report, respondents stated that the high Latina teen pregnancy
rate is due to the lack of education and family planning resources (Hakes, 2003).

. Prevention of Unintended Pregnancies

The objectives set out by Healthy People 2010—to increase the percentage of intended
pregnancies to 70 percent (Objective 9-1) and to increase the proportion of females at risk for
unintended pregnancy (and their partners) who use contraception to 100 percent (Objective 9-
3)—underscore the importance of preventing unintended pregnancies.

According to the Federal Office of Population Affairs, Office of Family Planning, with an
unintended pregnancy the mother is less likely to seek prenatal care in the first trimester and
more likely not to obtain prenatal care at all (Kost, 1998a). She is less likely to breastfeed (Dye,
1997) and more likely to expose the fetus to harmful substances, such as tobacco or alcohol
(Brown, 1995). The child of such a pregnancy is at greater risk of LBW, dying in its first year,
being abused, and not receiving sufficient resources for healthy development (Kost, 1998b). A
disproportionate share of the women bearing children whose conception was unintended are
unmarried or at either end of the reproductive age span—factors that, in themselves, carry
increased medical and social burdens for children and their parents. Pregnancy begun without
some degree of planning often prevents individual women and men from participating in
preconception risk identification and management.
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The consequences of unintended pregnancy are profound; however, it is very difficult to measure
the intendedness because of how questions about “intendedness” are asked and whether point-in-
time data can reflect the intendedness of the pregnancy accurately. In 2003 in Idaho, 1,779
women who went to a DHO for services reported not using a contraceptive method because they
were currently pregnant. Of these, 1,105 (62.1 percent) stated the pregnancy was unplanned
while 674 (37.9 percent) stated the pregnancy was planned (Family Planning Program, 2004).
However, 3 months postpartum, only 37.5 percent of women reported their pregnancy was
unintended at the time of conception (IDHW, 2005a).

Most likely, there are several factors that contribute to these data differences. One is that the
PRATS data is population based whereas the DHO is service-based information. Another factor
is the point in time when the question is asked (i.e., when one first found out about being
pregnant versus 3-12 months postpartum). A third factor is how the question was asked of the
respondent. The words used may vary substantially among the DHO providers compared with
the written words used in the PRATS survey.

Given the ambiguity of using intendedness of pregnancy as a predictor of birth outcomes, this
assessment will examine unintended pregnancies as a measure of access and utilization of
contraceptives.

In 1999, of the 17 States that participated in the PRAMS study (which is a retrospective study
similar to the ldaho PRATS study), the prevalence of unintended pregnancy among women who
had live births ranged from 33.7 percent (Utah) to 52.0 percent (Louisiana) (Beck, 2003). Idaho
falls at the lower end within that continuum, with approximately one-third (37.5 percent) of
Idaho resident adult mothers indicating that their pregnancy was unintended at the time of
conception in 2001 (IDHW, 2005a).

Data from the DHOs reveal variations among age, ethnicity, and district. District 4 reported that
81 percent of the women who came to their clinic did not plan their pregnancy, while only 30
percent of women in District 7 reported the same (Figure V-3).
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Figure V-3: Unplanned Pregnancies of DHO Users

Unplanned Pregnancy Data by District Health Office, 2003
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Source: Family Planning Program, 2004

There were similar variations in planned pregnancies among age and ethnicity. Sixty-five (65)
percent of non-Hispanic women reported the pregnancy to be unplanned as compared to 50
percent of Hispanic women. The difference by ethnicity was apparent for each of the age
categories. As would be expected, there were less planned pregnancies among teenagers
compared to women ages 20 and older. However, the data for Hispanic teens are worth noting.
Approximately 33 percent of Hispanic teens under the age of 15 and 39 percent of Hispanic teens
ages 15-19 reported that their pregnancy was planned.
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Figure V-4: Unplanned Pregnancies of DHO Users by Age and Ethnicity, 2003
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National PRAMS Data illustrated that in 1999, the prevalence of any type of birth control use at
time of pregnancy among women who reported that their pregnancy was unintended ranged from
33.2 percent (Ohio) to 45.6 percent (Maine) (Beck, 2003). Idaho falls at the higher end of this
range, with 45.1 percent stating they were using birth control at time of pregnancy (IDHW,
2005a) (Figure V-5).

Figure V-5: Birth Control Utilization at Time of Conception Among Idahoan
Mothers Not Trying to Get Pregnant in 2001

Percent of
100 mothers

80 A

54.9

60 1 451
40 -

20 A

0 -

Used birth control Did NOT use birth control
Birth control use

Source: IDHW, 2005a
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Abortions

Induced abortion is another consequence of unintended pregnancy.

In Idaho in 2000, 27,460 of the 278,010 women of childbearing age became pregnant. Of these
pregnancies, 74 percent resulted in live births, 10 percent in abortions, and 16 percent in
miscarriages. The percentage of pregnancies resulting in an abortion in Idaho is substantially
lower than the national average (Guttmacher, 2004).

The estimated pregnancy rate in 2000 among ldaho’s 15- to 19-year-old women was 62 per
1,000. The State ranks 37" nationally. Of those pregnancies, 69 percent result in a live birth and
16 percent result in a miscarriage (Guttmacher, 2004).

The table below describes the number of induced abortions, the rate per 1,000 females by age
bracket, and the ratio per 1,000 live births by age bracket. Across each of the categories, Idaho
reports a lower rate and ratio of abortions compared to the United States.

Table V-8.
Induced Abortions in the United States and Idaho
Induced | Ratio per Rate per Rate per 1,000 | Rate per
Abortions | 1,000 Live 1,000 Females Aged | 1,000
Births Females 15-19 Females
Aged 10-14 Aged 15-44
US 2000 850,293 246 2.0 17 16
Idaho 2002 1,493 71 0.2 6.1 5.3

(Residence)

Source: IDHW, 2004a (analysis of: "Abortion Surveillance - United States, 2000," Morbidity and Mortality Weekly
Report, Centers for Disease Control and Prevention, Vol. 52/No. SS-12, November 23, 2003)

The relatively low rate of abortions in Idaho may be due to a number of reasons. One is
contraceptive use, as this is a key predictor of women’s recourse to abortion. The group of
American women who are at risk of experiencing an unintended pregnancy but are not using
contraceptives account for almost half of all abortions—46 percent in 2000 (Guttmacher, 2004).
Given that Idaho has been successful in reaching a larger proportion of its population with family
planning services than the U.S. average, the Title X Program may be playing a pivotal role in
avoiding unintended pregnancies. It is estimated that Idaho’s publicly funded family planning
clinics help women avoid 9,500 unintended pregnancies each year (Guttmacher, 2004).

Another possible reason for the low abortion rate may be due to the lack of access to legal
abortion services. In 2000, there were seven abortion providers in Idaho. Ninety-three (93)
percent of Idaho counties had no abortion provider, and 67 percent of Idaho women lived in
these counties. In the Western U.S. census region, where Idaho is located, 19 percent of women
having abortions traveled at least 50 miles and 6 percent traveled more than 100 miles to obtain
this service (Finer, 2003).
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Other reasons for the low rates may be the regulatory requirements placed on women seeking
abortion or that many women travel out of State to have abortions and the abortions go
unreported in Idaho. This service may be obtained out of State when the barriers to obtaining an
abortion—such as gestational limits or expense—are lower in neighboring States.

f. Nutrition

Making healthy choices about nutrition contributes substantially to preventing illness and
premature death (Frazao, 1999). Approximately 74 percent of the 2002 Idaho Behavioral Risk
Factor Surveillance System (BRFSS) female respondents did not consume the recommended five
servings of fruit and vegetables each day. The youngest age group (18-24) were the least likely
to consume 5 or more servings a day (14.9 percent), and the oldest age group (65+) were most
likely (38.6 percent) (IDHW, 2003a).

Vitamin and mineral supplement use is of particular interest for the health of women. There are
specific circumstances during a woman’s life cycle which are associated with special vitamin
and mineral supplement needs (e.g., prior to conception, during pregnancy, and when at risk for
certain health conditions such as osteoporosis). In 2001, approximately half (47.3 percent) of
Idaho resident adult mothers reported taking a vitamin supplement during the 3 months before
becoming pregnant. Almost all mothers (92.7 percent) reported taking vitamin supplements
during pregnancy (IDHW, 2005a). Women were more likely to take vitamin supplements during
the 3 months before becoming pregnant if the pregnancy was intended than if the pregnancy was
unintended. Women were also more likely to take vitamin supplements during pregnancy if they
reported being given information about the importance of taking vitamin supplements prenatally.

g. Physical Activity

Similar to healthy food choices, regular physical activity is essential for maintaining a healthy
body, enhancing psychological well-being, and preventing a variety of chronic diseases and
premature death. It is a concrete step lIdaho women can take to keep themselves healthy.
Unfortunately, physical inactivity is a significant problem among U.S. adults, contributing to a
host of health risk factors and health conditions including obesity, hypertension, heart disease,
diabetes, and cancer.

Nationally, men are more likely than women to participate in regular physical activity, and this is
also true for Idaho. In 2003, females were significantly more likely to not participate in leisure
time physical activity (20.1 percent) than males (16.5 percent). Rates decreased for both men and
women with advancing age; 69.2 percent of women aged 65 and older reported being physically
active compared to 84.4 percent of females aged 18-24 (IDHW, 2004b).

h. Overweight and Obesity

Overweight and obesity are linked to chronic conditions such as high blood pressure, heart
disease, diabetes, and stroke. An expert panel convened by the National Institutes of Health used
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height and weight measurements to define overweight as a Body Mass Index (BMI) of 25 kg/m?
or greater and obesity as a BMI of 30 kg/m? or greater.

Using these definitions, according to the 2002 BRFSS, Idahoan adult females were less likely to
be overweight than males (48.7 percent versus 65.7 percent). The Healthy People 2010 goal is to
have 60 percent of adults at a healthy weight. Approximately 51 percent of Idahoan women are
at a healthy weight. In 2002, in Idaho, women who were aged 18-24 were less likely to be
overweight or obese, while those ages 45-54 and 55-64 were more likely to be overweight or
obese. Almost half of Idaho women are either overweight or obese (IDHW, 2003a). The Idaho
Diabetes Prevention and Control Program has launched programs to provide support to health
care providers and their overweight patients. They have created publications that offer
information and resources to physicians and other health care providers addressing the
challenges of overweight and obese patients with and without diabetes in Idaho. Additionally,
the Idaho Physical Activity and Nutrition Program has been launched to address obesity and
other health related conditions caused by physical inactivity and poor eating habits.

i Breast and Cervical Cancer

Important indicators of women’s access to and utilization of primary and preventive services are
the breast and cervical cancer screening rates and the proportion of cancer cases that are
diagnosed in their early stages. This needs assessment will focus on screening and early stage
diagnosis rather than cancer incidence and mortality.

The Cancer Registry of Idaho, along with the Women’s Health Check, analyzed the breast and
cervical cancer incidence, mortality, and screening data in Idaho and compared it to the
Surveillance, Epidemiology, and End Results (SEER) Program of the National Cancer Institute.

While many of the incidence and mortality data are similar to or lower than the national trends,
screening data from the BRFSS coupled with stage distribution and stage-specific incidence rates
strongly suggest that racial or ethnic discrepancies exist in Idaho in terms of diagnosing breast
cancers early among younger women (aged less than approximately 55) (Johnson, 2004).

o Breast Cancer Screening and Staging

The earlier breast cancer is detected, the less likely a woman will need highly invasive and
uncomfortable treatments, and the more likely she will survive the disease. It is important to
detect the disease in its earliest stages through screening mammography, clinical breast
examination, and for women 20 years of age and older, breast self-examination. The Healthy
People 2010 Objective 3-13 reflects this importance: to increase the proportion of women aged
40 years and older who have received a mammogram within the preceding 2 years to 70 percent.

In 2002, 67.0 percent of Idaho women aged 40 years and older had received a mammogram
within the previous 2 years. However, breast cancer screening rates vary among Idaho’s public
health districts, ranging from a low of 59.7 percent in Health District Seven to 77.5 percent in the
Central Health District (Johnson, 2004).
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Figure V-6: Mammogram During Past 2 Years, 2002, Women Aged 40 and Older (BRFSS)
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Source: Johnson, 2004 (analysis of BRFSS, 2002)

Breast cancer staging is the process of describing the extent of the disease or the spread of the
cancer from the site of origin. Again, the earlier the diagnosis, the better the chance the woman
will survive the disease. In Idaho, Hispanic women and uninsured women were more likely to be
diagnosed with late-stage breast cancer. As described below (Table V-9), in 1998-2002, 37
percent of Hispanic women and 30 percent of non-Hispanic women were diagnosed with late-
stage breast cancer in Idaho. In SEER regions, 1996-2000, 34 percent of Hispanic women and 28
percent of non-Hispanic women were diagnosed with late-stage breast cancers (Johnson, 2004).

Table V-9.
Late-stage Breast Cancer Diagnosis
Hispanic Non-Hispanic
Idaho (Years 1998-2002) 37% 30%
SEER (Years 1996-2000) 34% 28%

Source: Johnson, 2004

As described by the report Health Care Access Barriers by Idaho Latinos, Latina women lack
knowledge regarding the importance of preventative screenings, such as Pap smears and
mammograms, and access to receive them (Hakes, 2003). Paradoxically, Hispanic females
reported similar rates of screening to their white female counterparts (Figure V-7).
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Figure V-7: Mammogram in Past 2 Years by Ethnicity, 2000-2002
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Women with Medicaid or uninsured women were significantly more likely to have late-stage
diagnoses compared with women with private insurance or Medicare. Among ldaho female
breast cancer cases under age 65, stage at diagnosis was statistically significantly related to
insurance status (p < 0.001). For women aged 65 and older, over 90 percent have Medicare or
private insurance, and about 25 percent of these cases have late-stage diagnoses.

. Cervical Cancer Screening (Pap Testing)

Cervical cancer screening using the Pap test detects not only cancer but also precancerous
lesions. Women should begin getting a Pap test with the start of sexual activity, but no later than
at 18 years of age, and repeat the test at least every 3 years. Routine screening for cervical cancer
can prevent many occurrences of this disease.

The Healthy People 2010 Objective is to increase the proportion of women who receive a Pap
test to 90 percent. In 2002, 83.4 percent of Idahoan women reported receiving a pap test in the
last 3 years (IDHW, 2003a). There was variation among districts, with 87.9 percent of females in
District 4 receiving a Pap test in comparison to 78.1 percent in District 5. There are also
significant differences by

. Age. Women aged 65 and older were significantly less likely to have received a
Pap test in the last 3 years (62.7 percent).

o Income. Women with household incomes greater than $50,000 were significantly
more likely to have had a Pap test in the last 3 years (91.0 percent). By
comparison, those with incomes less than $15,000 were 4.4 times less likely to
have had a Pap test (79.9 percent).
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. Insurance Coverage. Females not having had a Pap test within the last 3 years
were 2.3 times more likely than those receiving a Pap test to not have health care
coverage.

Screening data from the BRFSS coupled with stage distributions strongly suggest that an age-
related discrepancy exists in Idaho in terms of diagnosing cervical cancers late among older
women (Johnson, 2004).

o Women’s Health Check

The Women’s Health Check program is charged with improving the rate of breast and cervical
screenings. It contracts with health providers to coordinate screening and diagnostic services for
eligible women throughout Idaho. In addition to screening, the Women’s Health Check Program
partners with others to provide breast and cervical cancer education and outreach opportunities
and clinical breast exam training for health care professionals. Over the last 3 years, the program
has experienced a fifty percent increase in the number of screenings; however, it is anticipated
that by 2005, program capacity will be reached.

Table V-10.

Women’s Health Check, Number of Women Screened

for Breast or Cervical Cancer

State Fiscal Year Number of Unique Women Screened
7/1-6/30

2004 3003*
2003 2487
2002 2214
2001 2097

*Numbers are not finalized.
Source: Women’s Health Check Program, 2004

It would be useful if future analyses included county (or health district)-specific age and
ethnicity data to further explore the disparities described above.

j- Oral Health

According to self-reported BRFSS data, 44.6 percent of Idaho adults lacked dental insurance in
2003. There were significant differences by age, with 77.3 percent of those over age 65 without
dental insurance (IDHW, 2004b). The BRFSS described how males were significantly more
likely not to have visited a dentist in the previous 12 months (36.0 percent) than females (31.7
percent). Adults 65 and older were significantly less likely to have visited a dentist in the
previous 12 months (40.4 percent) than those in younger age groups (IDHW, 2004b).

Over the last decade, there was very little change in the percentage of the adult population who

had not received annual dental care by visiting a dentist. In 2003, 33.8 percent of adults had not
visited a dentist within the previous 12 months. Health Districts 1 and 3 had significantly higher
percentages of the adult population who did not visit the dentist in the previous 12 months (37.9
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percent and 41.5 percent, respectively). Health Districts 4 (25.9 percent) and 7 (29.8 percent) had
significantly lower percentages (IDHW, 2004b).

In pregnancy, there is an increased risk for certain oral diseases (e.g., gingivitis), and recent
research suggests a potential association between maternal periodontal (gum) disease and risk for
preterm delivery, which in turn increases the risk of having an LBW baby.

In 2001, women 3-12 months postpartum described their oral health practices during pregnancy
(IDHW, 2005a):

e Sixty-six (66) percent of mothers reported that their prenatal health care providers did not
tell them about the importance of getting regular dental care during their most recent
pregnancy.

e Sixty-three (63) percent of mothers reported that they did not go to a dentist or dental
clinic for routine dental care during their most recent pregnancy.

e Twenty-three (23) percent of mothers who did not get dental care during their most recent
pregnancy reported that they did not feel getting dental care was important.

k. Mental Health

An assessment of women’s health is not complete without an examination of the social,
emotional, and environmental factors that contribute to her health and well-being. The issues of
mental health, substance abuse, domestic violence, and their co-occurring interplay are often not
included in health assessments. However, from a preventive, public health perspective, this
holistic approach is essential.

. Mental Health and Well-being

A woman’s mental health is vital to her personal well-being, her ability to parent, and her ability
to have positive family and interpersonal relationships. A continuum of mental health services
includes promotion of mental wellness, prevention of mental health problems, and treatment of
mental illness.

In the United States, nearly twice as many women (12.0 percent) as men (6.6 percent) are
affected by a depressive disorder each year (Reiger, 1993). Depressive disorders include major
depression, dysthymic disorder (a less severe but more chronic form of depression), and bipolar
disorder (manic-depressive illness). In Idaho, the rate of death by suicide among women is much
higher than it is nationally, at 6.2 per 100,000 in Idaho and 4.0 in the United States in 1999-2001
(Caiazza, 2004).

State mental health systems primarily focus on individuals with acute mental illnesses and
creating a system to treat them. Most States use a variation of the American Psychiatric
Association’s DSM-1V to define their target population, usually categorized as having serious
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mental illness (SMI) or severe and persistent mental illness (SPMI). Experts estimate that 5.4
percent of the U.S. population have SMI and 2.6 percent have SPMI.

Idaho’s Mental Health Program targets individuals with SPMI, as defined by when a person has
schizophrenia, schizoaffective disorder, major affective disorder, delusional disorder, or a
borderline personality disorder; and that this psychiatric disorder is of sufficient severity to cause
a disturbance in role performance or coping skills in at least two of these areas on either a
continuous or an intermittent (at least once per year) basis: vocational or academic, financial,
social or interpersonal, family, basic living skills, housing, community, or health.

Utilizing vital statistics information, the Department of Health and Welfare estimated that in
2002 there were approximately 1,200 individuals in Idaho with SPMI, an increase of almost 5
percent from 2000 to 2002 (Mental Health Program, 2004). SMI and SPMI are more clearly
defined than mild-to-moderate feelings of anxiety, depression, and stress that, if left untreated,
can have life-threatening consequences to the individual and her family. The ldaho Behavioral
Risk Factor Surveillance System and the Idaho PRATS are data sources that provide some
understanding of these mental health problems.

In 2003, 43.4 percent of females in Idaho reported poor mental health. This is in comparison to
the national average of 38.3 percent. (Table V-11)

Table V-11.
Percent Reporting Poor Mental Health during the
Past Thirty Days by Gender, 2003

Idaho us
Male 30.3 29.1
Female 43.4 38.3

Sources: The Kaiser Family Foundation, 2003.

In 2001, the Idaho Department of Health and Welfare conducted a study to take a more in-depth
look at mental health among Idaho women of childbearing age. The results showed that 37.2
percent of women aged 18-44, and 23.6 percent of pregnant women, thought they might be
depressed (Table V-12). Of those, 32.1 percent of nonpregnant women reported being diagnosed
with depression, and 0 percent of pregnant women reported being diagnosed. Although the
numbers of pregnant women were small in this study, 17 percent sought help from family or
friends and 9 percent from a therapist or counselor for any mental or emotional problems, yet
none were diagnosed with depression (IDHW, 2003b).

While it is not entirely clear what the lack of pregnant women in the study experiencing
depression who were diagnosed means, the finding does indicate the importance of exploring
further the mental health needs of pregnant women given that approximately 10 percent of
women will experience depression during the prenatal period. It is important to intervene during
pregnancy to help avoid the debilitating, long-lasting negative effects of postpartum depression,
which can impact adversely the woman, her partner, and their newborn.
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Other interesting findings from this study include that of the women diagnosed with depression,

96.1 percent received treatment, with the vast majority of them (68.8 percent) being treated by
the family doctor. A psychologist or psychiatrist treated 20 percent of those diagnosed, and only
11 percent received treatment from mental health centers, groups, religious counselors, or family
or friends (IDHW, 2003b). It is unknown whether some women received treatment from multiple
providers. The course of treatment the family doctor provides, including whether medication is
combined with talk therapy and/or referrals to community resources, is not known, nor is the
comfort level of these providers in addressing the mental health issues of their patients. Of the
6.1 percent of women who needed treatment but didn’t receive it, the most stated reason was
financial or that insurance didn’t cover the associated costs.

Mental Health Among Idaho Women of Childbearing Age, 2001

Table V-12.

In the past year, the respondent: Population Percent Confidence N
Sought help from family or friends for any | YVomen, 18-44 29.4 263 | 325 | 1275
mental or emotional problems Pregnant Women 170 | 47 | 292 77
Sought help from a therapist, counselor, or | \Women, 18-44 15.1 12.7 175 1,275
self-help group for any mental or emotional
problems Pregnant Women 9.0 0.0 19.8 77

Women, 18-44 37.2 34.0 40.5 1,272
Thought she may have depression

Pregnant Women 23.6 10.3 37.0 77
Was diagnosed with depression among Women, 18-44 321 27.0 37.1 474
those who thought they may have
depression Pregnant Women 0
Received treatment for depression among Women, 18-44 96.1 92.9 99.3 160
women who were diagnosed with
depression within the last year Pregnant Women 0

_ _ Psychologist or 202 | 123 | 281 | 152

Had this person treat the depression among | Psychiatrist
women who received treatment for Family Doctor 68.8 59.9 77.8 152
depression within the last year

Other* 11.0 5.0 16.9 152
Needed treatment for any mental or
emotional problems during the last 5 years | Women, 18-44 6.1 4.5 7.7 1,273
but was unable to get it

Cost Too Much or

. o Insurance Didn’t 86.1 79.1 94.1 76
Had this reason for inability to get treatment | ~qyer
for her mental or emotional problem — ]
mbarrassed or

Stigmatized 4.8 0.0 9.7 76

Attempted suicide within the last year Women, 18-44 1.0 0.0 1.9 1,273

*The Other category includes Mental Health Center, Self-Help groups, family or friends, and religious counselors.

Source: IDHW 2003b
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The Division of Health is also utilizing the PRATS surveillance system to explore the prevalence
of postpartum depression. The survey is completed via mail by women approximately 3-12
months after the delivery of their baby. Sixty point nine (60.9) percent of Idaho resident adult
mothers reported being at least a little depressed during the 3 months after the delivery of their
new baby (IDHW, 2005a).

Given the stigma of depression, especially among new mothers, the Division of Health
supplemented the standard depression question in the PRATS survey with the Postpartum
Depression Screening Scale (PDSS) Short Form. The PDSS consists of seven questions to assess
degree of symptoms of postpartum depression. This scale was included in the 2002 Hispanic
PRATS and the 2003 PRATS (which provides statewide and district-level estimates).

Results from the 2002 PRATS study indicated that 63.1 percent of non-Hispanic mothers and
79.4 percent of Hispanic mothers had significant symptoms of postpartum depression (PRATS
PPD Special Report). Furthermore, 2.5 percent of non-Hispanic mothers and 4.8 percent of
Hispanic mothers indicated that they either agreed or strongly agreed with the statement, “I have
thought that death seemed like the only way out of this living nightmare” (Idaho Department of
Health and Welfare, 2004d).

Analysis of the 2002 Hispanic PRATS indicates that women were at higher risk for symptoms of
postpartum depression if they had one or more of the following characteristics:

) Low income

. Unintended pregnancy

. LBW baby

o Low education attainment for age
o Not married at time of delivery

PRATS data also showed that a higher proportion of women have significant symptoms of
postpartum depression at 12-15 weeks postpartum and then again at 32-35 weeks postpartum.

Similarly, the findings of the Latino focus groups commissioned by the Idaho Primary Care
Association echoed the PRATS and BRFSS data. As described by one health provider, “There is
a lot of need for emotional assistance to deal with Latina women’s stress, domestic violence,
abuse, and fighting.” Mental health issues reported by the focus group respondents included
depression, stress, domestic violence, ETOD abuse, and “Nervios” (Spanish term for anxiety).
The literature cites that Latinos, particularly migrant farm workers, experience high levels of
stress, anxiety related to employment, and lack of social support. All contribute to the above
problems (Hovey, 2002).

Almost 40 percent (164) of the Family Health Survey respondents stated they needed help for
feeling depressed or nervous during pregnancy. Of those, about 27 percent never sought help; 50
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percent sought help and found it useful; and 17 percent couldn’t find help or, once they found it,
did not find it useful.

. Mental Health Capacity

The Adult Mental Health Services Program in the Idaho Department of Health and Welfare
focuses its efforts on individuals who have SPMI. In addition, they will serve any individual 18
years of age or older who is experiencing an acute psychiatric crisis, including suicidal and/or
homicidal behavior, and who may end up in an inpatient psychiatric facility if mental health
intervention is not provided promptly. Only short-term treatment or intervention, not to exceed
120 days, is provided to this population.

For those with SPMI, the following core mental health services are provided: (1) Screening, (2)
Targeted Case Management, (3) Crisis Intervention, (4) Psychiatric Rehabilitation, (5) Assertive
Community Treatment, (6) Psychiatric Services, and (7) Short-term Mental Health Intervention.

For FY 2004, 10,684 clients were enrolled in services and 7,586 were “unenrolled” (Mental
Health Program, 2004). If the estimates cited (approximately 25,000 individuals with SPMI) are
accurate reflections of the needs of the population, the Department of Health and Welfare is
serving approximately 68 percent of the eligible population. Data are not available on clients
served by race or ethnicity or the comprehensiveness of the services provided.

For the population not receiving services through Idaho’s Adult Mental Health Services, there is
a shortage of mental health professionals and mental health services. Every county in Idaho is
deemed a Mental Health Professional Shortage Area. In 2000, there were 580 psychologists in
the State (Department of Health and Human Services [DHHS], 2004).

Other preventive mental health services include postpartum depression support groups that are
often provided through the larger hospitals, and Parents as Teachers (PAT). While PAT’s
primary goal is parent-child interaction and school readiness, it has an additional mental health
promotion component.

Screening for psychosocial risk factors by physicians and other types of providers is an important
tool for early intervention in management of mental health problems. Idaho does not have in
place guidelines for mental health screening and no protocol for the coordinated response to an
identified mental health problem. The availability of training and support for primary health care
providers in screening and treating mental health issues is an important topic that deserves
further exploration.

l. Alcohol, Tobacco, and Other Drugs

The negative health consequences associated with smoking, alcohol, and other drug use are well
documented. The use of these substances by women in Idaho and the availability of intervention
services are the focus of this section.
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J Cigarette Smoking

Nationally, the percentage of women who smoke, a behavior associated with numerous chronic
illnesses, has remained steady over the last several years at slightly more than 20 percent of
women aged 18 and older (Brett, 2002). In Idaho in 2003, 25.9 percent of females aged 18-24
reported smoking cigarettes within the past month. In this age group, slightly more females than
males reported smoking in the past month (25.9 versus 23.8 percent). However, women ages 25-
34 were less likely than men to have smoked in the previous month. For both sexes combined,
cigarette smoking was most prevalent among adults aged 25-34 (23.8 percent) and 35-44 (26.2
percent) and decreased with increasing age to 8.5 percent of individuals aged 65 and older
(IDHW, 2004b).

Maternal smoking during pregnancy is associated with ectopic pregnancies, miscarriages, LBW,
and infant mortality. There was a decrease from 1999 to 2001 in the proportion of mothers who
reported cigarette smoking during the 3 months prior to becoming pregnant from 23.6 percent in
1999 to 19.7 percent in 2001. Non-Hispanic White women were more than twice as likely to
smoke during pregnancy as Hispanic women (10.2 versus 4.6 percent) (IDHW, 2005a).

Idaho birth records indicate much lower rates for smoking during pregnancy than when women
were asked 3-12 months postpartum. Risk-specific data is often underreported on the birth
certificate; nevertheless, the data does reflect variation among Regions. Only 9 percent of
mothers in Region 3 reported smoking during pregnancy in comparison to 20 percent of mothers
in Region 1 (State of Idaho Substance Abuse Social Indicators, 2003).

Table V-13.
Percent of Live Births with Tobacco Use as a Risk Factor During Pregnancy,
3-year Average, 2001-2003

Total Live Births Number of Births Where| 9% of Births Where
Mother Reports Mother Reports Tobacco

Tobacco Use Use

Region 1 2,276 446 20

Region 2 1,126 169 15

Region 3 3,049 379 11

Region 4 5,469 AT7 9

Region 5 2,581 342 13

Region 6 2,713 285 11

Region 7 2,738 274 10

State Total 19,954 2,373 12

Source: State of Idaho Substance Abuse Social Indicators

Rather than examining the prevalence of smoking during pregnancy, the Family Health Survey
focused on the respondents’ perceptions and behaviors about seeking help to stop smoking. The
survey revealed that 15 percent of respondents reported needing help during pregnancy to quit
smoking. Of those, 18 percent did not seek help, 15 percent sought help but did not find it useful,
and 51 percent found useful help.
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° Alcohol Misuse

In 2003, 7 percent of females and 24.7 percent of males aged 18 and older reported binge alcohol
use in the previous month, defined as having 5 or more drinks on the same occasion at least once
in the month prior to the survey. Additionally, 1.4 percent of females and 9.4 percent of males
aged 18 and older reported heavy alcohol use in the past month, defined as having 5 or more
drinks on the same occasion on 5 or more days within the month prior to the survey (IDHW,
2004b).

Alcohol misuse appears higher among young adult women than among their older counterparts.
Among women 18-24 years old in 2003, 13.6 percent reported heavy drinking in the past month.
Females in other age groups reported lower rates of binge drinking. After age 25, binge alcohol
consumption declined significantly for both males and females. For heavy drinking, no
significant differences among female age groups were reported. Among women aged 15-44,
there did not appear to be differences among Hispanic and non-Hispanics. More data are needed
to explore these behaviors among other racial and ethnic groups in Idaho (IDHW, 2004b).

Drinking alcohol during pregnancy contributes to Fetal Alcohol Syndrome (FAS), LBW, and
developmental delays in children. There is little data in Idaho that provides a description of the
prevalence of alcohol use during pregnancy. Birth certificate data is one avenue, however it is
probably underreported. The State 3-year average (2001-2003) was 0.73 percent, with a high of
1.43 percent in Region 1 and a low of 0.40 percent in Region 4 (State of Idaho Substance Abuse
Social Indicators, 2004).

. Illicit Drug Use

Because of the potential risk for misuse and addiction, marijuana or hashish, cocaine, inhalants,
hallucinogens, heroin, and prescription-type psychotherapeutic drugs used for nonmedical
purposes are classified as illicit drugs in the United States. In Idaho in 2003, 10.9 percent of
women aged 18-25 had used some type of illicit drug within the past year. There did not appear
to be differences in use among Hispanic and non-Hispanic women.
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Figure V-8: Drug Use in Idaho

Percent of Population Reporting Drug Use by Age
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Source: State of Idaho Substance Abuse Social Indicators, (Analysis of National Household Survey on Drug Abuse,
2003)

In a survey of law enforcement, judges, probation officers, prosecutors, and public defenders
within each county, 97.1 percent of respondents felt that methamphetamine use was one of the
most harmful drugs in their area (Idaho State Police, 2003a). The number of methamphetamine
laboratories seized per year per county shows that there are heavy pockets of activity. In
Kootenai County, there were 107 labs seized between January 2000 and January 2004.

. Drug and Alcohol Prevention and Treatment

The Department of Health and Welfare has a well-developed, regionalized drug and alcohol
prevention system. Each region conducts a yearly Prevention Needs Assessment and develops
corresponding priorities. Through a State-sponsored Web site, providers can access resources on
community needs, develop services based on best and promising practices, and measure
effectiveness through outcome evaluations and other research tools. Furthermore, the annual
Idaho Prevention Conference brings together service providers and policy makers to learn about
innovative strategies including specific sessions on alcohol and drug prevention.

From 1999-2002, the Department of Health and Welfare served approximately 5,200 adult
clients per year in Public Treatment Programs. For State FY 2003, the rate per 1,000 adults
ranged from 1.9 in Region 4 to 4.5 in Region 2 (Table V-14). The majority of the clients
received nonintensive outpatient followed by intensive outpatient care (Figure V-9). Alcohol was
listed as the primary drug of abuse, followed by methamphetamines and then marijuana.

As reported by the ldaho Department of Health and Welfare, methamphetamine addiction in
adult and adolescent populations continues to rise in the state. Sixteen (16) percent of adult
clients reported methamphetamine as their primary drug choice in 1997. This use steadily
increased to 23 percent in 2000, with an alarming 34 percent adult usage in 2004 (State of
Idaho Substance Abuse Social Indicators, 2004).
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Table V-14.
Idaho State Rate per 1,000 Adults in Idaho by Region

State Fiscal Year
Region: 99/00 00/01 01/02 02/03
Region 1 4.2 3.8 3.7 4.0
Region 2 3.8 4.0 3.9 4.5
Region 3 5.8 5.0 4.4 3.8
Region 4 2.5 2.3 2.5 1.9
Region 5 2.6 3.0 3.9 3.5
Region 6 3.0 3.2 3.7 3.5
Region 7 4.1 4.1 5.1 4.0

Source: State of Idaho Substance Abuse Social Indicators, 2004

Figure V-9: Adults Aged 18 and Older Receiving Substance Abuse Treatment

Adults aged 18 and older receiving Substance Abuse Treatment
by Type and Year
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Source: State of ldaho Substance Abuse Social Indicators, http://www.class.uidaho.edu/sasi (analysis of IDHW
Client Information System)

It is critical that providers identify chemically dependent pregnant women and a support system
is in place for her to detoxify and stay clean. The impact of substance abuse on the developing
fetus, and a woman’s ability to parent, is well documented. Key informants indicated that
although there is an emphasis on treatment for pregnant women, few services are actually
available.

As the table below describes, there are nine facilities in Idaho that specifically served pregnant or
postpartum women. All nine provided outpatient services, two provided partial hospitalization or
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day treatment, and only one provided residential treatment. Of the nine, two had a sliding fee
scale and only one offered payment assistance.

Substance abuse is a major co-occurring problem for adults with mental disorders. Evidence
supports combined treatment, yet this type of treatment is difficult to find in many communities.
In Idaho, of the nine facilities for pregnant women, only three provided a mix of mental health
and substance abuse services. Two of the three were located in Idaho Falls.

Table V-15.
Substance Abuse Facilities for Women and Pregnant Women in Idaho
Pregnant/
Postpartum
Women Women
Substance Abuse Services 25 9
Substance Abuse - Mental Health Services 8 3
Type of Care
Outpatient 23
Partial Hospitalization or Day Treatment 5
Residential Short-term Treatment (30 Days or
Less) 4 1
Residential Long-term Treatment (More than 30
Days) 4 1
Hospital Inpatient 0 0
Forms of Payment Accepted
Medicaid 9 2
Sliding Scale 11 2
Payment Assistance 3 1

Source: SAMHSA, 2005.

It should be noted that Medicaid does not reimburse for inpatient mental health or substance
abuse treatment.

m. Violence Against Women
Violent crimes include rape, sexual assault, robbery, and aggravated and simple assault.

Violent crimes are perpetrated by strangers, friends, acquaintances, other relatives, or intimate
partners. Women are more likely to be the victims of violent acts committed by intimate
partners.

The majority of sexual assaults and rapes also occur among women. In 2001, respondents to the
Idaho Crime Victimization Survey reported more sexual assaults and rapes than in 2000. Rates
increased 39.2 percent in 2000 (from 8.4 to 11.7 per 1000 households) and 91.6 percent in 2001
(from 11.7 to 22.4 per 1000 households). The survey also revealed that 77.1 percent of sexual
assault and rape incidents and 54.1 percent of nonsexual assault incidents were not reported to
police (Stohn, 2003).
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According to the survey, the rate for crimes of domestic violence decreased 38.6 percent from
43.0 per 1,000 persons 18 or older in 2000 to 26.4 per 1,000 persons 18 or older in 2001.
Children were present in 52.5 percent of domestic violence incidents. Survey respondents also
indicated that 59.7 percent of domestic violence incidents were not reported to the police.
Reasons for not reporting domestic violence were:

. It is a private matter (48.6 percent)
. Police would do nothing (17.1 percent)
. Abuse would get worse (2.9 percent)

. Combination of other reasons (31.4 percent) (Stohr, 2003).

According to police report data, which only contain information about crimes reported to the
police not all perpetrated crime in Idaho, there were 36,693 documented incidents of domestic
violence from 1995 to 2001, 79.5 percent of which were committed against women. Age patterns
for intimate partner violence peaked between the ages of 25-34 years (Idaho State Police,
2003b).

. Domestic Violence in Pregnancy

In 2001, women who were 3-12 months postpartum were asked if anyone pushed, hit, slapped,
kicked, choked, or physically hurt them during the 12 months before they got pregnant and
during their most recent pregnancy. One (1) in 15 mothers (6.5 percent) reported that they were
physically abused during the 12-month period before pregnancy. Nearly 1 in 20 mothers (4.2
percent) reported that they were physically abused during pregnancy (IDHW, 2005a).

The risk of physical abuse during the 12-month period before pregnancy was higher for specific
groups (IDHW, 2005a):

e Young Women. Idaho resident mothers 18 to 24 years of age (11.8 percent) compared
with mothers 25 years of age and older (5.7 percent).

e Women with Low Education Attainment. The risk of physical abuse during the 12-
month period before pregnancy was higher for Idaho resident adult mothers with low or
average education attainment for age (9.4 and 9.1 percent, respectively) than for mothers
with high education attainment for age (4.0 percent).

e Unmarried Women. The risk of physical abuse during the 12-month period before
pregnancy was higher for women who were not married (19.6 percent) than for married
women (3.8 percent).

Service providers often feel uncomfortable screening for domestic violence because they do not
know how to ask about it and are often unprepared to deal with clients’ responses. Just over one-
third of Idaho resident adult mothers who received prenatal care (37.1 percent) were given
information about physical abuse to women by their husband or partner by a doctor, nurse, or
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other health care provider (IDHW, 2005a). It would be useful if health care institutions, agencies,
and private practices had guidelines for screening, patient education, response processes, and
referrals.

n. Other Health Issues

Idaho has one of the lowest rates of female death due to cancer and heart disease in the country.
It is one of the few States in which women have already met the Healthy People 2010 target for
reducing deaths due to colorectal cancer. It is also ranks high in terms of physical activity.
However, Idaho ranks as one of the lowest States in the Nation in the percentage of women
receiving cholesterol screenings, routine checkups, or regular mammograms and pap smears
(Brett, 2004).

° Diabetes

While there are many other health topics and concerns for women, diabetes requires special note.
Diabetes is a chronic condition and a leading cause of death and disability in the United States.
Complications from diabetes include loss of vision, kidney failure, heart disease, limb
amputations, and nerve damage, conditions which can both shorten the life span and diminish the
quality of life.

In 2003, the prevalence of adult diabetes was 6.3 percent, having increased by 50 percent since
1994. Females aged 65 and older were more likely to have been diagnosed with diabetes (12.7
percent), and the percentage having been diagnosed with diabetes increased with each age group
(IDHW, 2004b). In ldaho, death rates due to diabetes based on a 3-year average (2000-2002)
were twice as high for Hispanics when compared to non-Hispanics and non-Whites compared to
Whites (Idaho Diabetes Prevention and Control Program, 2004).

The report, Health Care Access Barriers for Idaho Latinos, echoed this finding, saying,
“Diagnosis of Diabetes is a death sentence” (Hakes, 2003). The report goes on to note that
diabetes is a serious problem in the State and more resources are needed to raise awareness about
prevention and treatment among the Latino community.

Diabetes is also a problem in the Native American community with the disease reaching
epidemic proportions. Nationally, 14.5 percent of the population receiving care from Indian
Health Services (IHS) has diabetes (American Diabetes Association, 2005). Several Idaho tribes
have implemented obesity prevention and diabetes control programs.

At the State level, the Idaho Diabetes Prevention and Control Program works to increase the
awareness of individuals and providers about the prevention and treatment of diabetes. The
program produced educational materials in both Spanish and English and has also established the
Diabetes Alliance of Idaho. This Alliance created a directory of providers offering specific
diabetes services. There is a diabetes specialist in each of the DHOs to offer support and
education.
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2. Outcome: Pregnant women use early and adequate prenatal care.

For women to receive quality prenatal services, they must have easy access to a system of
comprehensive, coordinated health services. The case study of the South Central DHO provides
an example of the struggles to create a comprehensive, coordinated system of quality prenatal
care.

The South Central DHO serves pregnant women through the WIC Program, family planning
clinic, and smoking cessation classes and provides pregnancy testing and referrals for prenatal
care clients. Staff recognize the need for other community services, such as prenatal and
parenting classes, but the community lacks the resources to provide them

The South Central District has the second lowest rate of first trimester prenatal care in the State
(74 versus 82 percent). This is most likely due to the lack of providers who accept Medicaid.
Other physicians, it is believed by the District Director, will not provide services until Medicaid
eligibility has been determined. At one time, the WIC program used to screen for Medicaid “pre-
eligibility” but found it did not expedite the process for Medicaid enrollment. Now they give
brochures and refer those who appear to be eligible to the Department of Health and Welfare.

While the District staff has attempted to engage physicians in forums to discuss this issue,
physicians do not attend them. Additionally, the local labor and delivery hospital has shown no
interest in addressing this problem. The District would like to conduct a local assessment to truly
understand the barriers to care and develop a plan to address them, but they lack the resources to
do so.

The South Central DHO is not unique in its frustration related to a lack of a system of care for
families. From each stakeholder’s perspective, there are perceived barriers to getting needed
services. There are hospital staff that are looking for ways to engage women in prenatal classes,
there are Medicaid staff who are working hard to expedite PWC eligibility, there are families
who are being denied early prenatal care services, and there are doctors who are overloaded and
cannot find the psychosocial services their patients need.

This section examines many of these issues in more detail.
a. First-trimester Prenatal Care

The percent of 1daho births where prenatal care was initiated in the first trimester was
comparable to the national average, 81.7 percent in Idaho versus 83.7 percent in the United
States (see table below). This overall comparison masks the differences by race, ethnicity, and
age. The rate for the non-Hispanic White population in Idaho is slightly lower than the rate for
the non-Hispanic White population in the United States. The same holds true for the Hispanic
population across each age category. Because Idaho has a predominantly White population, the
lower rates for other races and ethnicities have less effect on the overall rate in Idaho. There are
also significant entry-to-prenatal-care differences among health districts, with the range being
from 71.8 percent in District 1 to 88.8 percent in District 4.
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Table V-16.
Proportion of Women Who Initiated Prenatal Care in the First Trimester
Idaho Idaho u.S.
Vital Statistics Vital Statistics Vital Statistics
Source (2002) (2001-2003) (2002)
ALL 82.1 81.7 83.7
Race
White 82.5 82.1 85.4
Black 82.7 83.7 75.2
American Indian 71.0 69.4 69.8
Asian or Pacific Islander 83.5 82.7 84.8
Ethnicity
Hispanic 70.2 69.3 76.7
Districts
District 1 71.8
District 2 86.0
District 3 77.4
District 4 88.8
District 5 74.2
District 6 84.2
District 7 86.1
Ages
<15 455 48.2
15-19 64.7 70.0
20-24 79.8 78.6
25-29 85.3 86.3
30-34 86.6 89.8
35-39 80.0 89.2
40+ 77.8 86.3

Source: IDHW, 2004c, and National Center for Health Statistics

b. Adequacy of Prenatal Care

The adequacy of prenatal care by race or ethnicity reflects data for first trimester care, namely,
that within each race or ethnicity category Idaho is lower than the national average for Hispanics,
Whites, and Asians, yet higher for Native Americans.
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Figure V-10: Adequate or Adequate Plus Prenatal Care by Race or
Ethnicity, 2000-2002 Average
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*Adequacy is measured using the Adequacy of Prenatal Care Ultilization Index, which classifies prenatal care
received into one of four categories (inadequate, intermediate, adequate, and adequate plus) by combining
information about the timing of prenatal care, the number of visits, and the infant's gestational age.

Source: March of Dimes, www.marchofdimes.com/peristats (analysis of National Center for Health Statistics, final
natality data)

Key-informant interviewees and focus group participants identified a variety of barriers to
accessing early and adequate prenatal care. First, the distances that need to be traveled and the
lack of transportation, particularly in rural areas, to obtain care are prohibitive. Second, many
women lack insurance and do not have the money to pay for associated out-of-pocket expenses.
Third, key informants questioned if women valued prenatal care particularly after the first
pregnancy or if some women only seek care when they are ill.

Most Idaho Family Survey respondents either did not need help finding prenatal care (57
percent) or found such help to be useful (39 percent). Very few respondents described looking
but not being able to find prenatal care. While it was not possible to assess whether they received
early and adequate prenatal care using objective measures, respondents clearly did not perceive
finding care as a serious concern. Interestingly, however, 238 out of the 359 respondents (66
percent) stated they needed help paying for prenatal care. Of those, 188 respondents (79 percent)
were able to find payment help, and 9 percent needed help but did not seek it.

While many service providers in Idaho question whether pregnant women value prenatal care, in
2001, mothers self-reported that the issue is more about access than values. Results indicate that
80.8 percent of Idaho resident adult mothers received prenatal care as early in their pregnancy as
they wanted. Of those who were able to access care when they desired, 95 percent were able to
do so in the first trimester. Of the 19.2 percent of mothers who did not receive prenatal care as
early in their pregnancy as desired, 66.3 percent actually did receive care in the first trimester. If
there was a question of valuing care, we would perhaps see a smaller percent of mothers
receiving care early (IDHW, 2005a).
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Instead, PRATS data suggests that women do not receive services as early as they desire because
they were unaware of the pregnancy (30.2 percent), were not able to obtain an appointment
earlier (28.3 percent), lacked money or insurance (28.1 percent), did not have a Medicaid card
(17.0 percent) or the doctor would not start care earlier (12.3 percent) (IDHW, 2005a) (see graph
below).

Figure V-11: Reasons Cited that Kept Women from Getting Prenatal Care as Early as
Desired, 2001, PRATS
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c. Quality of Prenatal Care

Traditional quality measures for obstetrics include the week of pregnancy at which the mother
entered prenatal care and the baby’s birth weight, Apgar scores, and gestational age at birth.
However, those measures do not evaluate how effectively a system addresses issues such as
poverty, dysfunctional family environments, smoking and substance abuse—all of which can
have a negative impact on pregnancy. The rest of this section examines the management of high-
risk pregnancies and what system is in place to meet the physical and psychosocial needs of
high-risk pregnant women.

. Identifying and Serving High-risk Pregnancies

All hospital and prenatal staff interviewed as key informants indicated that they screened for
medically high-risk pregnancies and for the high-risk women identified trying to arrange for the
delivery to occur in a hospital with a neonatal intensive care unit. There does not appeatr,
however, to be a statewide system of transfer or referrals in place from Level | nurseries to
Levels Il and 11I.

Providers in small rural hospitals experience particular problems in dealing with high-risk
pregnancies. They are often required to work in multiple departments of the local hospital and
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report being “stretched too thin.” There are very few OB/GY Ns in the rural communities, and
most physicians are general practitioners with hospital delivery privileges.

Although routine high-risk medical screening and referrals are reportedly conducted, no one
interviewed for the assessment could identify a specific high-risk screening tool that is promoted
or used. As described earlier, the Central DHO is the only provider identified during this
assessment as providing intensive prenatal services. Each woman receives a comprehensive risk-
reduction assessment and the appropriate followup education or counseling services. On the
DHO’s own initiative, they are looking at ways to identify pregnant women based on risk
factors, and triage them to an appropriate level of care. Their goal is to create a high-risk
identification process so they can be most efficient with their limited resources and better
provide patient-centered care. Some providers described the lack of services for socially high-
risk pregnant women as a particular problem. Most did not feel they knew of any resources in the
community that could provide additional supports or services the women may need.

While Idaho Medicaid’s policy is to identify high-risk births among recipients and arrange for
them to have additional prenatal visits and extra monitoring, most direct service providers
interviewed did not know of this Medicaid initiative or the potential additional visits for such
women. Interestingly, even the Central DHO was not aware that there was a specific category of
services available for high-risk pregnant women via Medicaid.

Since pregnant women with HIV are considered high-risk, it is important to describe the process
of identification of these women. The State of Idaho follows CDC guidelines that recommend
universal counseling and voluntary HIV testing of all pregnant women. There is no specific law
or regulation regarding testing for mothers and newborns. In 2001, approximately half (49.0
percent) of Idaho resident adult mothers indicated that they were tested for HIV during their
pregnancy. One (1) in 6 mothers (16.1 percent) was unsure whether she had been tested for HIV.
Nearly one in three mothers (35.0 percent) indicated that she had not been tested for HIV
(IDHW, 2005a).

J Cultural Competency

For a health system to be effective, patients must feel that providers respect their culture and
language and recognize the context and complexity of their lives.

While many think of cultural competency in terms of language, race, or ethnicity, Idaho has a
somewhat different set of circumstances that need to be understood and embraced. In Idaho,
there is a growing number of Hispanics and a small but strong Native American community.
There are also families that choose to live in frontier counties. Many are fiercely independent and
wary of government intervention. There also are many families where religion and spirituality
have a profound importance and are significant sources of health and well-being.

There are both protective practices and potentially harmful practices among different cultures,
and it is the health provider’s role to acknowledge all of the varying cultural healing practices,
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even if they are not understood, and come to mutually acceptable and understandable
interventions for care.

In the needs assessment’s focus group, the overwhelming majority of Hispanic mothers rated the
prenatal care they received as very poor. They shared accounts of being left for hours in the
examination room and of not being told they had a high-risk pregnancy but later finding out it
was in their medical charts. One woman reported that a doctor performed a C-section earlier than
the due date because he had to go on vacation early.

A hospital-based childbirth educator described how PAT trained Latina women to be peer
mentors and how this initiative has been very successful in increasing knowledge about healthy
behaviors and parenting in culturally acceptable ways. She thought the same type of peer
counseling should be implemented during pregnancy.

Providers also explained that many women seek the services of a midwife. They choose this
partly because of cost and partly because they want their birth to be less “medicalized.” With
very few opportunities to use the services of a certified nurse-midwife (CNM), many women opt
for direct-entry or lay midwives, some of whom are certified while others are not. Two rural
hospitals indicated that the presence of CNMs on staff would be an enormous benefit to families
enabling them to reach out to families and assure safe birth practices that met their cultural
needs. One urban provider described hoping to develop partnerships with birthing centers so
women would be more likely to seek prenatal care.

The desire of some women to use the services of a midwife provides an example of Idaho’s
challenge in supporting culturally competent care. The medical community is grappling with
how to regulate and interact with direct-entry midwives. There are reports that when midwives
bring a failed home birth to the hospital, they are often treated poorly by staff and blamed for the
medical emergency. This treatment, rather than encouraging a partnership, discourages midwives
from coming to the hospital. Some hospitals, on the other hand, are trying to bring direct-entry
midwives into their circle of care through supervision and training embracing nonjudgmental
attitudes.

Deciding the best course of action requires a better understanding of why people are choosing
home births and how women and providers can come to mutually acceptable health practices.

. Service Coordination

Most focus group participants reported receiving early and adequate prenatal care and also felt
that the information they received from their health provider was useful. There were some
critical exceptions, however, to the positive experiences reported. For example, women who
obtained prenatal care in a clinic setting saw different providers for each visit, interfering with
continuity of care. This made it difficult to establish a relationship with a provider and ensure
that the provider was fully aware of the woman’s status.
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An area for further exploration is the referral mechanism and information sharing between the
family planning clinic and prenatal care providers. Many women learn they are pregnant at the
family planning clinic. Family planning data indicates that 62.1 percent of the pregnant women
who come to the family planning clinic had an unplanned pregnancy. For such women, the
family planning clinic may be the first point of entry into the health care system and moving
them on to a prenatal provider is essential. Given that the family planning clinic conducts a full
health assessment, with the women’s consent the resulting information could be provided to the
prenatal provider to better assure continuity and quality of care.

Interestingly, the Central DHO has created this referral mechanism with one group of obstetrical
providers. When a woman comes to the family planning clinic for a pregnancy test and the
pregnancy confirmed, staff assist her in applying for Medicaid’s PWC and conduct a risk
reduction assessment. Once she prequalifies for Medicaid, the DHO helps arrange the first
prenatal visit with an obstetrician. Importantly, the DHO is trying to develop a system that will
link the postpartum mother back into the family planning clinic after her 60-day postpartum
eligibility ends. They see this as a critical piece of continuing care for her and helping assure that
the next pregnancy is planned.

Another potential opportunity is coordination between WIC and prenatal care providers.
Approximately 34 percent of women participated in WIC during their pregnancy. In particular,
WIC seems to be effective in reaching the Hispanic population, with 62.1 percent of Hispanic
mothers reported having participated in WIC during pregnancy. Furthermore, thirty (30) percent
of WIC participants enrolled during their first trimester of pregnancy. Given that a large
proportion of Hispanic women, in particular, are not receiving adequate prenatal care, WIC may
be a vital gateway into the health system.

Exploring the coordination and referral mechanisms between WIC and Medicaid provides
insight into some of the system coordination issues that are typical to the State system of care. It
should be noted that Idaho is not unique in these system issues. Nevertheless, the WIC-Medicaid
example is illustrative of system barriers.

The WIC Procedure Manual states that referrals must be provided to every participant. Referrals
include Medicaid, food stamps, SCHIP, immunizations, drugs and other harmful substances, and
other referrals as needed. The WIC data system captures referrals made to Medicaid or other
programs, but there is no mechanism in place to conduct followup to the referrals in the

system. It is left to the discretion of each WIC clinic to develop a procedure for referral
followup. Most of the followup is on an ad hoc basis and not necessarily documented. Health
providers are given information only on a case by case basis, and information is not routinely
shared. If information is shared, it is usually about the special feeding needs of a child.

There is not a designated person or central liaison in WIC or Medicaid. When WIC staff have
questions regarding Medicaid eligibility, they often get passed around from person to person at
Medicaid. Furthermore, Medicaid staff are very busy and often do not have time to answer WIC-
related questions. WIC staff, for their part, are unfamiliar with the scope of services provided
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through Medicaid and how the Healthy Connections program works. From WIC’s perspective,
Medicaid staff are unaware of the scope of WIC services.

WIC believes that joint training, where local level staff from both Medicaid and WIC learn about
one another’s programs, would go a long way in helping both to recognize and pursue
opportunities for coordination.

3. Outcome: Pregnant women use as appropriate the full range of enabling and
support services to promote a positive pregnancy outcome.

a. Prenatal Classes

Prenatal and childbirth classes are primarily offered in urban areas. For the most part, classes are
taught by certified childbirth educators in urban areas. In the rural areas, where there are fewer
health providers, the availability of classes is much more variable and classes that do exist are
usually taught by labor and delivery nurses rather than certified childbirth educators.

Both rural and urban key informants report that it is very difficult to engage pregnant women in
childbirth classes. In the rural areas, women usually have to travel far to participate, although
urban hospitals report a similar lack of participation in childbirth classes. They hypothesize that
pregnant women perceive the birthing classes to focus primarily on pain management, and
because they are opting for an epidural at birth, they do not see the value of the classes. Further
study needs to be conducted to understand better what type of information expectant parents
want and how best to provide it.

A little over half of the Family Health Survey respondents described needing and receiving
information on what to expect regarding pregnancy and childbirth, advice on healthy eating, and
what to do when the baby arrives. Most who sought information found it helpful. Only about 5
percent of families found the information unhelpful.

b. WIC

WIC is implemented by 9 agencies, with over 60 clinic sites. In 2003, WIC served 64,438
clients, 19,111 which were pregnant women or mothers. The majority of participants (75
percent) had family income levels 130 percent or less of the federal poverty guidelines.

Table V-17.
WIC Family Income Levels, 2003
Income Levels Number of Families Percent
0-130% 18,419 75
131-150% 2,302 9
151-185% 3,645 15
Total 23,066 100

Source: Idaho WIC, 2002.
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Participants in the focus groups conducted as part of this assessment who were enrolled in WIC
reported satisfaction with the services. They received useful nutrition and breastfeeding
information and necessary subsidies. Interestingly, the Hispanic focus group participants had a
somewhat different perspective about WIC. They received important information on
breastfeeding and nutrition, yet many of them had lived in other States before coming to Idaho
and reported that while other State WIC programs provide classes on child development and
parenting, Idaho WIC is limited to nutrition education. They described how in California, WIC
assesses for child development delays and if a problem or issue is identified, extra developmental
services are provided. They saw this as a very important service that was lacking in ldaho.

c. Early Head Start

Just 2 percent of eligible pregnant women were enrolled in Idaho’s Early Head Start compared to
the national average of 12 percent (Idaho Head Start Association, 2004). Although fewer
pregnant women in lIdaho were enrolled in Early Head Start than women across the United
States, they fared better in Idaho’s programs. They were more likely to receive all four main
prenatal services, especially mental health and substance abuse services. This increased
utilization of services is especially critical considering that a greater proportion of Idaho’s
pregnant women were “medically high risk” than the United States (Table V-18).

Table V-18: Selected Characteristics of Pregnant Women Enrolled in Early Head Start
During the 2002-2003 Program Year

Characteristics Idaho U.S.
Enrollment 1.7% 12%

Under 18 years of age 20.3% 24%
With health insurance 86.4% 85%
Pregnancies defined as “medically high risk” 32.2% 24%
Received the following services:

Prenatal and postpartum care 100% 94%

Mental health and substance abuse interventions and  61.0% 28%

followup

Prenatal education on fetal development 98.3% 92%

Information of benefits of breastfeeding 98.3% 93%
Received dental exams 37.3% No data

Sources: Idaho data is from the Idaho Head Start Association, 2004, and national data is from CLASP, 2004.
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Summary Findings and Analysis

Women of childbearing age use ongoing preventive and primary care appropriately.

Summary

e Approximately one in three women in Idaho reported lack of health insurance prior to
pregnancy.

e Many women lack access to comprehensive, affordable health care before, during, and after
pregnancy. Many women who hold private insurance have high deductibles that make care
too expensive. For those on Medicaid, pregnancy-related services are narrowly defined and
not universally understood.

e There is confusion around eligibility and scope of services provided under Medicaid for
Pregnant Women and Children.

e In comparison to the United States average, Idaho has been successful in reaching its
population in need of Title X services. In the United States, approximately 40 percent of the
women in need of public services received them, while Idaho served 50 percent of the target
population. There were variations in planned pregnancies among age and ethnicity.

e Data strongly suggest that racial and ethnic discrepancies exist in Idaho in terms of
diagnosing breast cancers early among younger women (aged less than approximately 55).

e There are a substantial number of women who report feeling depressed or have symptoms of
depression but are not being diagnosed or treated. Those that have been diagnosed are being
treated by their family physician.

e Two-thirds of pregnant women did not have dental care during their pregnancy, nor do they
report being told by their prenatal providers about the importance of getting regular dental
care.

e InIdaho, death rates due to diabetes based on a 3- year average (2000-2002) were twice as
high for Hispanics compared to non-Hispanics and for non-Whites compared to Whites.
Diabetes has reached epidemic proportions among Native Americans.

Analysis
e The continuum of mental health services is severely lacking. Screening at the physician’s
office is variable, there are few services that women are using that promote their emotional
well-being, and there is a shortage of mental health professionals.
e Lack of affordable and quality health coverage is creating difficulties in accessing care.
e There are many potential opportunities through initiatives like Any-Door and the CareLine
that, when optimized, could make a big difference in family’s lives.
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Pregnant women use early and adequate prenatal care.

Summary

e The percent of Idaho births where prenatal care was initiated in the first trimester was
comparable to the national average. This overall comparison masks the differences by race,
ethnicity, age, and region. The rate for the non-Hispanic White population in ldaho is slightly
lower than the rate for the non-Hispanic White population in the United States.

e Data suggest that women did not receive services as early as they desired because they were
unaware of the pregnancy, were not able to receive an appointment earlier, lacked money or
insurance, did not have a Medicaid card, or found that the doctor would not start care earlier.

e All hospital and prenatal staff key informants indicated that they screen for medically high-
risk pregnancies and, for those identified, try to arrange delivery in a hospital with a neonatal
intensive care unit. There is no apparent statewide system of transfer or referrals.

Analysis

e There is no universal or systematic high-risk prenatal identification system. Providers are not
given training or guidelines; therefore, screening may vary by site and/or provider.

e Midwifery care is variable, and most midwives do not have strong ties to the medical
community. Both of these issues raise the risk of inappropriate care for high-risk
pregnancies.

e There is no systematic approach that provides comprehensive and coordinated health and
enabling services based on a particular pregnant woman’s need.

e While some providers respect, and are sensitive to a woman’s culture and language and
recognize the context and complexity of women’s lives, there is evidence that some providers
do not.

Pregnant women use as appropriate the full range of enabling and support services to
promote a positive pregnancy outcome.

Summary
e Few mental health and other psychosocial services in Idaho appear to specifically target
pregnant women and new mothers.
e Focus group participants indicated variable access to classes and support groups.
e WIC is very successful in reaching and serving pregnant women.

Analysis
e There is not a system in place that screens women for psychosocial and environmental risk
factors during and after pregnancy and refers them to appropriate services.
e Prenatal and parenting classes and parenting support groups are not available are not equally
integrated into local resources in all communities. There is an opportunity to offer these
classes and groups through local hospitals and community-based programs like WIC.
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MOTHERS

Introduction

Much of what constitutes ongoing primary care has been touched on in the previous section.
Women should receive regular breast and cervical cancer screening, have access to and utilize
family planning and dental care, and take care of themselves by eating healthy and exercising
regularly. Moreover, they should have access to the critical services necessary to prevent and
treat violence in the home, substance abuse, and mental health issues.

This section of the report contains a closer look at postpartum care. Women and newborns must
stay in the hospital for a sufficient amount of time to ensure the stable health status of both of
them. Followup care for the mother should normally include a physician visit at 6 weeks
postpartum. During that visit a medical exam should be conducted as well as screening for
postpartum depression and discussion of and services for family planning goals. The visit and
followup care should assess how the mother is adapting to parenting by observing parent-infant
attachment and whether she has developmentally appropriate expectations.

Characteristics of Mothers

e Marital Status. Because the marital status of a mother can affect her economic well-
being and ability to meet the full range of needs of her infant, it is useful to review this
data. While the number of Idaho resident out-of-wedlock births has increased each year
since 1998, the percent of total live births that were out-of-wedlock births decreased
slightly from 22.0 in 2001 to 21.9 in 2002 (IDHW, 2004). It is important to note that
Idaho has a predominately White population and therefore the actual numbers of these
births to other racial and ethnic groups is relatively small.

Table V-19.
Idaho Out-of-wedlock Births by Race and Ethnicity

2002 2001 2000
Total 21.9% 22.0% 21.6%

White 21.2 21.4 20.9

Black 33.0 40.5 46.7

Am. Indian 54.0 56.9 60.0
Asian/Pacific Islander 13.8 11.6 15.9
Ethnicity: Hispanic* 36.1 34.1 33.1

*Race and Hispanic origin are reported separately on the birth certificate. Women of Hispanic origin are included in
appropriate race totals.
Source: IDHW, 2000, 2001, 2004a

. Maternal Age. Between 1991 and 2003, the U.S. birth rate for teens aged 15-19
declined to 43.0 births per 1,000 teen girls in 2002, after reaching its highest point
in two decades (61.8 births per 1,000 teen girls aged 15-19 in 1991). Idaho ranks
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24" among the States with a 2002 teen birth rate of 39.1 (National Campaign to
Prevent Teen Pregnancy, 2004). The following table displays the teen births by
race or ethnicity and by age of mother for the average of years 2001-2003.

Table V-20.
Idaho Resident Teen Live Births

Number and Rate of Live Births by Race, Ethnicity, and Age, 2001-2003

AGE
<15 15-19 15-17 18-19
RACE/ETHNICITY | Number | Rate | Number | Rate | Number | Rate | Number | Rate
U.S. Total 0.7 43.0 23.2 72.8
Idaho Total 56 0.4 6,362 39.8 1,731 18.3 4,631 71.2
Race
White 52 0.4 5,955 38.9 1,616 17.8 4,339 69.7
Black - - 40 33.2 11 17.9 29 49.1
American Indian 2 0.6 200 63.4 60 31.7 140 110.8
Asian or Pacific
Islander - - 66 29.5 15 11.2 51 56.9
Other Race - N/A 3 N/A 1 N/A 2 N/A
Race Not Stated 2 N/A 98 N/A 28 N/A 70 N/A
Ethnicity
Hispanic 29 1.6 1,503 93.7 552 58.2 951 144.7

Teen Birth Rate: Number of births in specified age group per 1,000 females in corresponding age group (based on July 1, 2002
bridged race population estimates released August 8, 2003).
Source: IDHW, 2004c.

Births to White teens were recorded at 38.9 (6,362 births) in average of 2001-2003, with births to
Hispanic teens at 93.7 (1,503 births) and to American Indian teens at 63.4. Information about
teen birth rates is important as these young women may be at risk for a number of health and
social problems and often need extra support in caring for an infant.

. Mother’s Level of Education. Also of interest is the mother’s level of education,
because of its association with pregnancy outcomes.

Approximately half of Idaho births were to mothers with some college education or higher (49
percent). Only 15 percent of Idaho mothers had less than a high-school degree; however, there
was wide variation among districts, with 27 percent in District 5 and 10 percent in District 4
(IDHW, 2004a). In Idaho, low educational attainment is linked to unintended pregnancy, risk of
physical abuse, smoking during pregnancy, and breastfeeding rates (IDHW, 2005a).
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Table V-21.
Percent of Idaho Births by Mother’s Education, 2002

<High | High-School Some Bachelor's | Not Stated
School Graduate College Degree or
Higher

Idaho 20,973 15% 32% 29% 20% 3%
District 1 2,226 12% 40% 27% 18% 3%
District 2 1,189 11% 31% 30% 28% 0%
District 3 3,715 22% 34% 23% 13% 8%
District 4 5,563 10% 27% 30% 30% 3%
District 5 2,550 27% 29% 26% 15% 3%
District 6 2,789 13% 40% 28% 17% 2%
District 7 2,941 13% 29% 43% 15% 1%

Source: IDHW, 2004a

Given this demographic context, the rest of the chapter explores mothers’ access to postpartum
health and enabling services and breastfeeding rates.

Idaho Health Outcomes for Mothers

Three outcomes have been selected for in-depth examination for the Idaho maternal population.
Achieving these outcomes will help to ensure that women and the families they care for are
healthy.

Table V-22.
Idaho Mothers Outcomes

Mothers use comprehensive postpartum services and ongoing primary care.

Mothers use as appropriate the enabling and support services needed by them and their
families to care for their infants and children.

Mothers have access to breastfeeding information and support as needed.

1. Mothers use comprehensive postpartum services and ongoing primary care.

The American Academy of Pediatrics has recommended specific criteria for newborn discharge;
and in most instances, it is unlikely that fulfillment of these criteria and conditions can be
accomplished in less than 48 hours (AAP, 2004). If discharge is considered before 48 hours, it
should be limited to infants who are of singleton birth between 38 and 42 weeks’ gestation, who
are of birth weight appropriate for gestational age, and who meet other specific discharge
criteria. Given that hospital-specific discharge data is not analyzed by the State, nor are there
State-level protocol or regulations on hospital stay, hospital policies and procedures and whether
those procedures are being followed are unknown. It is also unknown whether some hospitals are
discharging patients earlier than other hospitals.

The American Academy of Pediatrics and American College of Obstetrics and Gynecology
recommend that, prior to discharge, the mother be informed of normal postpartum events,
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including the changes in the lochial pattern that she should expect in the first few weeks; the
range of activities that she may reasonably undertake; the care of the breasts, perineum, and
bladder; dietary needs, particularly if she is breastfeeding; the recommended amount of exercise;
emotional responses; and observations that she should report to the physician (e.g., temperature
elevation, chills, leg pains, or increased vaginal bleeding).

According to self-reported 2001 PRATS data, 75 percent of Idaho resident adult mothers spent
less than 48 hours in the hospital or birthing center after childbirth. Fifty-nine (59) percent spent
one to two days, while 16 percent spent less than 24 hours. Similarly, most babies (55.6 percent)
spent 1-2 days in the hospital or birthing center after birth. More babies spent 4 or more days in
the hospital or birthing center (12.9 percent) than mothers (8.4 percent) (IDHW, 2005a).

Most focus group participants stated that they received no information from the hospital about
what to expect after delivery. Those that did receive information stated it was through brochures
given by the hospital. Two mothers received special training, such as baby CPR, which they
found very useful. The same mothers received follow up telephone calls from providers.

Generally, Hispanic focus group participants recounted tales of bad experiences during delivery:

. One woman described how she went to the hospital in labor and her physician
asked her to go home and return later when she was closer to delivery. Instead,
she ended up giving birth shortly thereafter and he sent her home the same day.

. Another woman reported that a friend of hers was also sent home the same day as
delivery.
. Another woman was told she would have to wait until the next scheduled meal

before receiving food and water after her delivery.

. Another woman was not given an epidural even though she asked for one 6 hours
in advance of delivery.

All Hispanic participants agreed that deliveries tended to go smoother if patients were fluent in
English.

After delivery, only two focus group participants received a home visit, one from the Prenatal
Ancillary Care (PAC) Program for low-income mothers and one from the Infant-Toddler
Program. Both mothers were very satisfied with the timeliness and usefulness of the home visit.
Many other mothers noted they would have liked to receive a home visit, particularly for those
who had perinatal or birth complications. Some even specifically requested breastfeeding
education from the birth hospital but did not receive it. Fortunately, both Hispanic and non-
Hispanic mothers seemed to have a more positive experience in WIC, receiving both
breastfeeding support and information about caring for their infant.

Little information is available to assess the number of women receiving postpartum care and the
quality of that care. One recent study surveyed Idaho hospitals and learned that 9 out of the 35
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had existing programs or were developing postpartum depression support groups (IDHW,
2005c).

There were no reported maternal deaths in 2001 or 2002. In 2000, two deaths were reported, but
their causes were not reported. The State does not regularly assess or report maternal illness and
complications due to pregnancy.

2. Mothers use as appropriate the enabling and support services needed by them and
their families to care for their infants and children.

As described earlier, many parents rely on WIC for nutritional education and support. Some
focus group participants in this needs assessment reported that WIC will also hold classes on the
days mothers come in to receive their food vouchers. The Idaho Department of Health and
Welfare has developed a series of informational brochures for women in the perinatal period.
The brochure After You Deliver: Health Tips for Moms includes information on nutrition,
breastfeeding, and immunizations. There are also brochures on perinatal substance abuse, SIDS,
WIC, and benefits of folic acid, among other topics.

Families also should have access to health and parenting education. Such education could
include recognizing signs of stress and learning appropriate coping mechanisms; developing
appropriate expectations; and supporting healthy communication skills and healthy relationships,
including decisionmaking, negotiation skills, and parenting discipline. Parenting support is
explored further in the Infant section of this report.

Focus group participants described receiving services through the Family Service Alliance,
which offers help to victims of domestic violence and other at-risk parents and PAT. Only one
participant received home visits through PAT; generally, participants felt that there were not
enough parenting classes available for the general community. They expressed a desire for parent
support groups, especially for first-time mothers and parents of CSHCN.

3. Mothers have access to breastfeeding information and support as needed.
Breastfeeding Initiation and Duration

New breastfeeding data collected as part of CDC’s 2003 National Immunization Survey (NIS),
indicated that only six states, including Idaho, met all of the Healthy People 2010 objectives for
breastfeeding. Across these six states, 75 percent of mothers initiated breastfeeding in the
hospital and 50 percent maintained breastfeeding at 6 months postpartum (National
Immunization Program, 2003).

The Ross Mothers Survey (an ongoing mail survey periodically sent to a nationally
representative sample of new mothers), provides data specifically for Idaho. According to the
2002 Survey, the proportion of Idaho mothers initiating breastfeeding has been nearly 20 percent
higher than the national average and the proportion continuing breastfeeding at 6 months post
partum has been nearly 10 percent higher (Figure V-12). In fact, 87.6 percent of Idaho mothers
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initiated breastfeeding at the hospital and 46.2 percent were breastfeeding at 6 months
postpartum, meeting the 2010 goals for initiation and almost meeting the goal for duration in
2002 (Ross Products Division, 2003).

Figure V-12: Idaho Breastfeeding Rates, 2002
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Assessing the percent of women who only fed their infant breastmilk and water—no solids or
other liquids—describes a somewhat different story. While Idaho was still much higher than the
national average, in 2002, 55.7 percent (+6.0 percent) of women reported exclusively
breastfeeding at 3 months and 23.9 percent (+5.3 percent) at 6 months (National Immunization
Program, 2003).

Idaho WIC participants are also more likely to breastfeed than WIC participants at the national
level. In 2002, Ross data indicated that 83.7 percent of Idaho WIC participants initiated

breastfeeding in comparison to 58.2 percent nationwide. Similarly, 35.5 percent of Idaho WIC
participants were breastfeeding at 6 months postpartum, compared to 20.8 percent nationwide.

Data from the Idaho WIC program in 2001 indicates similar rates; and with program data, we are
also able to look at regional variation. The South Central region reported the lowest initiation
rates at 70 percent, and North Central was the highest at 85 percent. Interestingly, the North
Central region experienced the largest decrease, with only 25 percent breastfeeding at 6 months.
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Table V-23.
Initiation | One Two Three Four Five Six

Month | Months | Months | Months | Months | Months
Statewide 79 66 51 44 39 36 32
Panhandle 80 68 55 45 43 40 36
North Central 85 69 51 43 36 32 25
Southwest 78 63 50 47 41 36 33
Central 81 68 52 47 41 40 38
South Central 70 58 45 37 30 28 24
Southeastern 76 64 51 45 38 34 31
District 7 83 71 53 44 44 40 34

Source: Idaho WIC Program, 2002

In 2001, PRATS data indicates an even higher breastfeeding rate than the Ross data, with 89.2
percent of Idaho adult mothers reporting they ever breastfed their baby. Women were more
likely to initiate breastfeeding if they had high educational attainment for age, high household
income, or were married. Women were also more likely to initiate breastfeeding with their first
child, but women with more than 1 child were slightly more likely to continue breastfeeding at 6
months postpartum. While maternal employment had little impact on breastfeeding initiation,
women who were employed full time are less likely to breastfeed 6 months after the birth of their
child than women who were not employed or working part time (IDHW, 2005a).

A variety of reasons for discontinuing breastfeeding were given by PRATS respondents. The
most common were not having enough milk (32.5 percent) and breast milk alone not satisfying
their baby (29.1 percent). Other reasons include nipple or breast problems (13.3 percent),
inconvenience to continue (13.0 percent), and needing someone else to feed the baby (10.1
percent), among others (IDHW, 2005a).

. Access to Lactation Support Services

Lactation support services, for the most part, are available through WIC, La Leche, and hospital
classes.

Focus group participants indicated they had access to lactation specialists who were very helpful,
many of whom were available on call. One issue reported was that most insurers do not cover
breastfeeding pump costs. One provider whose patients often receive services across the border
in Washington described how she regularly uses the Washington Healthy Mothers Healthy
Babies Web site for breastfeeding resources and support. She suggested that the Idaho
Department of Health create a similar accessible and useful site.
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Idaho Health Outcomes for Mothers

Mothers use comprehensive postpartum services and ongoing primary care.

Summary

e Data is not available to examine whether women obtain postpartum visits.

e Seventy-five (75) percent of Idaho resident adult mothers spent less than 48 hours in
the hospital or birthing center after childbirth. Fifty-nine (59) percent spent 1-2 days,
while 16 percent spent less than 24 hours.

e Women want information on what to expect, breastfeeding support, and parenting
issues, and many are unable to access them.

e No system is in place that identifies pregnancy-related morbidity and mortality trends
and responds accordingly.

Analysis
e There is a need for data on the use of postpartum care
e There is a need to emphasize the value of postpartum care and its ability to link
women to needed community and preventive services.

Mothers use as appropriate the enabling and support services needed by them and
their families to care for their infants and children.

Summary
See Infant Section

Analysis

Mothers have access to breastfeeding information and support as needed.

Summary

e The percentage of Idaho mothers initiating and continuing at 6 months postpartum is
higher than the national average. In 2002, 87.6 percent of Idaho mothers initiated
breastfeeding at the hospital, and 46.2 percent were breastfeeding at 6 months
postpartum, meeting the 2010 goals for initiation and almost meeting the goal for
duration.

e |daho WIC participants are also more likely to breastfeed than WIC participants at the
national level.

e Most health insurance companies do not cover breast pumps.

Analysis
e While breastfeeding rates are high, reasons given for not continuing could be
addressed with additional lactation support.
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CHAPTER VI

Infants

In 2002, 20,970 infants were born in Idaho (Idaho Department of Health and Welfare, 2004a)
with their families and health care providers hopeful that each infant would arrive at term, of
normal weight, without preventable defects and subsequently screened for potential problems.
The first year of the infant’s life is a time of rapid growth and development, and what happens
during this period matters a great deal because it sets either a sturdy or a fragile stage for what
follows in the life of the child and future adult (National Research Council and Institute of
Medicine, 2000).

This section of the assessment describes the health and well-being of Idaho’s infants from birth
to 1 year of age.

A. Characteristics of Births in Idaho

The birth rate (total number of births per 100,000 people based on 2004 population estimates)
for the entire State was 15.8 in 2002 and increased to 16 in 2003 with 21,802 births reported in
the State. In comparison, the U.S. birth rate was reported as 13.9 for 2002 and as 14.1 for 2003.
Despite a nationwide decline in the number of births over the past decade, a number of States,
including Idaho, are showing significant increases (National Center for Health Statistics, Trends
in Characteristics of Births by State, 2004). Idaho is also reporting changes in the race and
ethnicity distribution of infants born in the State, as displayed in Table VI-1.

Table VI-1.
Idaho Resident Live Births by Race and Ethnicity, 2000-2002
Idaho Non- American | Asian Non- | Hispanic
Total Hispanic Indian | Pacific | Hispanic
White Black
2002 20,970 17,074 377 339 100 2,788
(81.4%) (1.8%) | (1.6%) | (5%) | (13.3%)
2001 20,688 16,855 360 298 78 2,753

(81.5%) 1.7%) | 14%) | (4%) | (13.3%

2000 20,336 17,021 288 298 74 2,599
(83.7%) | (L4%) | (1.4%) | (4%) | (12.8%)

Source: Sutton and Mathews, 2004
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The southern part of the State is reporting the most births in the State and this is reflective of the
growing population residing in this area.

Birth rates by county are displayed in Figure VI-1:

Live Birth Rates (2001 -2003)
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Figure VI-1: Live Birth Rates, 2001-2003
Source: Idaho Department of Health and Welfare, 2004b

Counties reporting the highest birth rates include Madison with 20.8, Teton with 20.4, Canyon
with 19.7, and Jefferson with 18.1. Of the 63,453 live births between 2000 and 2002, 8,478 or
13.4 percent of all births were reported as Hispanic. Counties with the highest Hispanic birth
rates include Valley with 38.8, Camas with 35.3, Bear Lake with 35.3, Blaine with 31.7, Lincoln
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with 30.3, and Payette with 30 (Idaho Department of Health and Welfare, September 2004). A
significant percentage of Idaho births are occurring to mothers of Hispanic origin requiring the
perinatal health system to be sensitive to the special needs and concern of this population in
terms of language, culture, and health-seeking behaviors.

Characteristics of Birthplace

. Site of Births and Birth Attendant
The majority of births occurred in a hospital setting and were attended by a physician (19,774),
others by a certified nurse-midwife (782), and still others by a lay midwife (272). In addition, 50

births were attended by a naturopath and 42 by a nurse. In 2002, 34.2 percent of total live births
were financed by Medicaid (Kaiser State Health Facts, 2000).

Table VI-2.

Infants Place of Birth in Idaho - 2002
Place of Birth Number Percent of Total Births
Hospital 20,470 97.6
Freestanding Birthing 145 0.7
Center
Clinic/Doctor’s Office 1 0.0
Home 351 1.7
Other 2 0.0
Not reported 4 0.0
Total Births 20, 973 100%

Source: Idaho Department of Health and Welfare, 2004a

While most Idaho infants are delivered in a hospital, Idaho does report a higher rate of home
births, 1.7, than the national rate of 0.6 (Martin et al., 2003). While the number of births
attended by a midwife is relatively small in Idaho, key-informant interviewees and women
participating in the focus groups indicated that women are interested in having birthing site and
attendant options available to them.

The State nurse-practice act was changed in 1998 to permit the practice of nurse-midwifery in
Idaho. There are five CNM practice sites in Idaho authorized for delivery services. These are
located in Coeur d’Alene, Boise, Jerome, Rexburg, and Pocatello. Although CNMs may legally
conduct a home delivery within a circumscribed protocol and with appropriate physician
backup, none do so in Idaho.

Another classification of midwife, called direct-entry midwives, also practices in Idaho. Non-
nurse-midwives practicing in Idaho may be certified by the North American Registry of
Midwives (NARM). Midwives need documentation of compliance with practice requirements
and the successful completion of an examination. This permits these midwives to identify
themselves as certified professional midwives (CPMs). While these midwives are licensed in
several States, they are not licensed in Idaho.
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A total of 496 births or 2.4 percent of total births occur outside the hospital, necessitating the
need for a system that ensures that the infants are appropriately screened for metabolic
conditions and hearing loss and have access to a medical home.

Table VI-3.
Number of Out-of-hospital Births, 2002
Freestanding Home Birth Percent of Out-
Birthing Center of-hospital
Births by
District
District | 2 91 4
District 11 1 49 4
District 111 114 81 5.2
District IV 27 52 14
District V - 34 1.3
District VI - 17 .6
District VII 1 27 9
Total 145 351 2.4
Source: IDHW Bureau of Health Policy and Vital Statistics, 2004a
. Method of Delivery. Overall, Idaho ranks lower than most other States for rates

of births by cesarean delivery, with a 2002 rate of 19.7 and a 2003 rate of 21.2
compared to national rates of 26.1 and 27.6, respectively. A somewhat higher rate
is reported for Hispanic mothers, with a 2002 rate of 20.5 and 2203 rate of 21.6
(Hamilton et al., 2004). The March of Dimes (2004a) reports that in Idaho in
2002, the rate of primary cesarean deliveries was 12.8 per 100 live births to
women who have not had a previous cesarean delivery. The rate of vaginal births
after a previous cesarean was 17.4 per 100 live births to women who have had a
previous cesarean delivery compared with a U.S. rate of 12.6 (March of Dimes,
2004b).

Summary

Idaho reported 20,970 births in 2002 and experienced a higher birth rate (15.8) than the national
rate of 13.9, with the birthrate continuing to grow in 2003. Most of the births were to White
mothers, with a number of mothers indicating Hispanic ethnicity. Several counties reported birth
rates above the statewide average; these included Madison, Teton, Canyon, and Jefferson.
Counties, with high rates of birth to Hispanic mothers included Valley, Camas, Bear Lake, and
Blaine. A high percentage of births were to American Indian, Black, and Hispanic mothers who
were unmarried. 1daho ranks 28" among the States with a 2002 teen birth rate of 39.1. Higher
teen birth rates were reported for American Indian, Black, and Hispanic mothers.

Although most births in Idaho occur in a hospital setting, the State does report a higher rate of
home births than the national rate. A number of births in the State were attended by midwives.
Idaho ranks in the 10 lowest for rates of birth by cesarean section delivery.
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We now have a picture of the resident live births in Idaho that includes the number of births and
birth rates. Within the context of these findings, the discussion now turns to a review of birth
outcomes. Data is presented for each outcome along with information about current programs
and services related to the outcome.

B. Infant Outcomes Examined

Four outcomes have been selected for indepth examination of the Idaho infant population.
Achieving these outcomes will help to ensure that infants have the best start in life enabling them
to reach their full potential and that their families are provided the support they to help their
infants grow and develop appropriately.

Table VI-5.
Idaho Infant Outcomes

Infants are born at term, of normal weight, without preventable congenital defects and are
appropriately screened for potential problems.

VVLBW!/preterm babies are born in facilities equipped to care for them.

Infants are welcomed into a family, a home, and a community that is prepared to care for
them.

Infants appropriately receive ongoing comprehensive preventive and primary care.

1. Infants are born at term, of normal weight, without preventable congenital defects
and are appropriately screened for potential problems.

Unfortunately, not all infants are born full term, at normal weight, and without preventable
anomalies, and an increasing number of infants are born prematurely or at LBW. Classifying
births by gestation and birth weight is useful because this characteristic often corresponds to
clinical morbidities or illnesses that affect the health of the infants and their subsequent growth,
development, and well-being.

While both premature and LBW births are described individually, it is useful to consider the
parallel increase in the trends for both premature and LBW rates over time. Trends for preterm
and LBW births by percent of live births for the years 1992 through 2002 are displayed in the
following two graphs.
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Figure VI-2: Preterm Births: Idaho and U.S., 1992-2002
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Over this 10-year period, Idaho has consistently reported lower percentages of both preterm and
LBW births than the U.S. percentages (Figure VI1-3). However, the percentage of preterm live
births in Idaho has fairly consistently increased over time, reaching 10.4 percent in 2002. It is
important to note that the Healthy People 2010 goal for preterm births is to reduce to no more
than 7.6 percent of live births and to reduce the LBW rate to no more than 5 percent of live births
(U.S. Department of Health and Human Services, 2000). Idaho is coming much closer to the
national goal for LBW births than for premature births (Figure VI-4).

LBW and premature births are both important public health problems due to the seriousness of
acute complications and long-term consequences to the infant, the infant’s family, and society as
a whole. The March of Dimes (2005) reports that more than 60 percent of all infants born in the
United States under 2,500 grams are also preterm. Compared with full-term LBW babies,
preterm LBW infants are at greater risk of morbidity, mortality, and disability.

While the causes of LBW and preterm birth may be different in some cases and are not well-
known, there is significant overlap within these populations of infants. Table VI-6 displays the
Idaho live births by weight and gestational age for a 3-year period (2001-2003). Reviewing data
over a period of 3 years provides a truer picture of outcomes than the review of a single year, in
which some unusual events may produce an atypical picture of outcomes.

Table VI-6.
Idaho Resident Live Births by Weight and Gestational Age 2001 -2003
Birth Weight
< 1,500 Grams | 1,500-2,499 Grams | 2,500-3,999 Grams | 4,000-4,499 Grams
Total Idaho (VLBW) (LBW) (Normal Weight) | (High Birth Weight)
Births: 629 (1.0%) 3,408 (5.4%) 53,826 (84.9%) 4,764 (7.5%)
63,453
(2001-2003) | Gestational Age*
< 32 Weeks 32-36 Weeks 37+ Weeks
(Very Preterm) (Preterm) (Normal Term)
880 (1.4%) 5,675 (9.0%) 56,699 (89.6%)

* Gestation is based on the interval between the date of the mother’s last menstrual cycle
(LMC) and the date of birth.

Source: Idaho Department of Health and Welfare, 2004b

Further classification by race and ethnic group offers additional insights. Idaho rates for birth
weight and preterm birth by race or ethnicity are displayed in Table VI-7. The table includes data
for VLBW infants and very preterm infants as defined in Table VI-6.
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Table VI-7.
Birth Weight and Preterm Births by Race and Ethnicity, 2001-2003, by Percentage of
Live Births for Idaho
Population All Races A
Groups: and ‘ Hispanic Black Asian White
o Indian
Ethnicities

% Preterm
Births:

Idaho 104 11.7 11.3 11.6 10.3 10.3
% LBW*
Births:

Idaho 6.4 5.9 6.7 10.2 6.5 6.4

*Less than 2,500 grams
Source: Idaho Department of Health and Welfare, 2004b

When the percentage of births in Idaho is reviewed by specific race and ethnicity, important
differences are revealed, with a higher percentage of premature births reported for American
Indian and Black infants.

It is also useful to review data at the county level. County-level data are displayed in a series of
maps, presented here by a standardized measure of how much the county-level data differ from
the mean (or average) of data from all counties. This standardized measure is known as the
standard deviation. Therefore, counties with a very high rate of LBW births are identified as 2
plus standard deviations from the mean of the rates of LBW births for all counties. Counties with
a high rate of LBWs have a standard deviation of 1-2 from the mean of the rates for all counties.
Counties with low rates of LBW births are those with standard deviations of 1 or less from the
mean of all counties. See Figure VI-4.
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Figure VI-4: Low Birth Weight Infants, 2001-2003
Source: Idaho Department of Health and Welfare, 2004b

Health Systems Research, Inc. Infants

Page 140



Preterm

Boundary

Bonner

Kootenai

Shoshone
Benewah

Latah

Clearwater

Idaho

Camas

| Elmore

Births

Legend

|:| < 1 SD above the mean
|:| 1+ SD above the mean

Fremont

Bonneville

Blaine
Bingham

‘ Owyhee
Twin Falls

‘ Gooding| Lincoln

‘ Jerome

Caribou

Minidoka

Cassia _ Bear Lak
Oneida .
Franklin

Figure VI-5: Preterm Births, 2001-2003
Source: Idaho Department of Health and Welfare, 2004b

Health Systems Research, Inc.

Infants

Page 141



Figure VI1-6: Percent of Births with Complications (certain conditions originating in the perinatal
period—ICD codes 760-779), 2001-2003 displays county-specific infant mortality data in the

same fashion as the other maps.
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Source: Idaho Department of Health and Welfare, 2004b
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Infant Deaths

Infant mortality is defined as death occurring during the first year of life. Infant deaths can be
classified further into neonatal (0-27 days) and postneonatal (28-365 days) periods.

Neonatal mortality is typically associated with events surrounding the prenatal period and the
delivery, whereas postneonatal deaths are more likely to be associated with conditions or events
that arise after the delivery and may reflect environmental factors. Neonatal and postneonatal
mortality are examined differently, as the primary prevention opportunities for each period differ
in accordance with the period in which the death occurred. For example, VLBW-related deaths
can be prevented best by addressing maternal health issues and by preventing and treating
prematurity. Neonatal deaths can best be prevented by providing optimal newborn care and
postneonatal deaths by improving infant care.

The following table displays the number and rate of infant deaths in Idaho for the year 2002 by
neonatal and postneonatal periods by district.

Table VI-8.
Idaho Resident Infant Deaths 2002 Data
Total Live Infant Deaths
Births All Races and Ethnic Groups
Total Neonatal Postneonatal
Number | Rate | Number | Rate | Number | Rate
Districts

I 2,226 14 6.3 9 4.0 5 2.2

I 1,189 3 2.5 2 1.7 1 0.8

Il 3,715 27 7.3 20 5.4 7 1.9
v 5,563 35 6.3 24 4.3 11 2.0

Vv 2,550 17 6.7 8 3.1 9 3.5
VI 2,789 16 5.7 8 2.9 8 2.9
Vil 2,941 15 5.1 13 4.4 2 0.7
Idaho 20,973 127 6.1 84 4.0 43 2.1

*Per 1,000 deaths

Source: Idaho Department of Health and Welfare, 2004a

While Idaho reports virtually the same neonatal mortality rate as the United States as a whole,
the death rate for non-Hispanic White infants is higher in Idaho than in the Unites States as a
whole. The rate of deaths for infants in the neonatal period is significantly higher for Idaho’s
Hispanic neonates than the rate for the State as a whole or the U.S. Hispanic rate.
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Table VI-9.
Neonatal Mortality Rates* of Non-Hispanic White and Hispanic Infants,
Idaho and U.S., 2000-2002

U.S. Idaho
All Races 4.6 4.5
Non-Hispanic White 3.8 4.1
Hispanic** 3.8 6.8

*Data are based on linked birth and death certificates for infants.
** Infants of Hispanic origin could be any race.
Source: National Center for Health Statistics, 2004

Again, while overall Idaho rates seem to compare favorably with overall U.S. rates, when infant
deaths are reviewed by specific race and ethnic groups, a very different picture emerges.

Table VI-10.
Infant Mortality Rates* of Non-Hispanic White and Hispanic Infants
Idaho and US 2000-2002

UsS Idaho
All races 6.9 6.6
Non-Hispanic White Infants 5.7 6.2
Hispanic Infants** 55 8.8

*Data are based on linked birth and death certificates for infants.
** Infants of Hispanic origin can be of any race.
Source: National Center for Health Statistics, 2004

Overall, Idaho reports higher infant mortality rates for non-Hispanic White infants than the
national rate and significantly higher rates for Hispanic infants.
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Figure VI-7: Infant Mortality Rate, 2001-2003
Source: Idaho Department of Health and Welfare, 2004b

Finally, Figure VI-8: Number of Poor Birth Outcome Indicators per County displays counties by
their number of poor birth outcome indicators. Indicators include the incidence of some degree
higher than the State averages for infant mortality, premature and LBW births, and births with
complications. Counties are identified with very high rates (4 indicators), high rates (2
indicators), and above average rates (1 indicator). None of the counties had 3 indicators.
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Source: Idaho Department of Health and Welfare, 2004b

As noted previously, counties with the highest Hispanic birth rates include Valley with 38.8,
Camas with 35.3, Bear Lake with 35.3, Blaine with 31.7, Lincoln with 30.3, and Payette with 30
(Idaho Department of Health and Welfare, 2004a).

What are the Causes of Death for Idaho Infants?

Birth Defects/Congenital Anomalies. A birth defect is an abnormality of structure, function, or
body metabolism present at birth that results in physical or mental disability and may be fatal.
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The general term “birth defect” may take on a variety of meanings depending on the context in
which it is used. “Congenital abnormality,” “congenital anomaly,” and “congenital
malformation” are terms often used as synonyms for “birth defect.” The term “congenital
anomalies” is used in a revised ICD-10 code definition that includes a variety of congenital
malformations, deformities, and abnormalities.

According to the IDHW Bureau of Health Policy and Vital Statistics, birth defects are the
leading cause of infant mortality in the State, accounting for 1 of 3 or 30.7 percent of all infant
deaths in Idaho in 2002 (Idaho Department of Health and Welfare, 2004a). According to the
March of Dimes, the national rate of infant deaths attributed to birth defects is 1 in 5. The causes
of about 60 percent of birth defects are currently unknown. Genetics, environmental factors,
medications, and personal behavior can cause or contribute to birth defects (March of Dimes,
2004e).

While the western States generally have higher rates of infant deaths related to birth defects,
Idaho ranks higher than the rest of these States on this indicator (Figure VI-9). The following
graph displays the rate of infant deaths attributed to birth defects per 100,000 births for Idaho
and other western States from 1996 to 2001.
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Figure VI1-9: Infant Deaths Due to Birth Defects, Idaho and West*, 1996-2001
*AK, AZ, CA, CO, HI, ID, MT, NV, NM, OR, UT, WA, WY
Source: March of Dimes, 2004f

The following Figure VI-10 displays the percent of congenital abnormalities per 1,000 live births
by county.

Health Systems Research, Inc. Infants Page 147



Percent of Live Births with Congenital Abnormalities
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Figure V1-10: Percent of Live Births with Congenital Abnormalities
Source: IDHW Bureau of Health Policy and Vital Statistics, 2004

Other causes of infant deaths. Fifty-one (51) infant deaths were reported in 2002 under the
general infant death category and were attributed to conditions that originated in the perinatal
period such as LBW and infections. In the neonatal period, the second leading cause of infant
death was reported as Sudden Infant Death Syndrome (SIDS). The exact causes of 36 or 28.5
percent (includes deaths reported as SIDS) of infant deaths are not reported and listed as “other
causes.” Table 12 displays the causes of infant deaths.
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Table VI-11.
Causes of Idaho Infant Death by Neonatal and Postneonatal Periods - 2002
Total Neonatal Postneonatal
Cause of Death** Number | Rate | Number | Rate | Number | Rate
All causes
126 605.5* 84 400.5 43 205.0
Congenital anomalies
(Congenital malformations, 39 186.0 29 138.3 10 47.7
deformations, and chromosomal
abnormalities)***
Influenza and pneumonia 1 .8 1 4.8 - -
Conditions Originating in the Perinatal Period
Other conditions originating in
perinatal period 21 100.1 20 100.1 - -
Disorders related to short
gestation and unspecified LBW 12 57.2 12 57.2 - -
Newborn affected by maternal 8 38.1 8 38.1 1 4.8
complications of pregnancy
Newborn affected by 5 23.8 5 23.8
complications of placenta, cord,
and membranes
Respiratory distress of newborn - -
3 14.3 3 14.3
Intrauterine hypoxia and birth
asphyxia 2 9.5 2 9.5
Infections specific to the
perinatal period 2 9.5 2 9.5 - -
Deaths Reported as SIDS
13 62.0 - - 13 62.0
Death Due to Other Causes
23 109.7 4 19.1 19 90.6

*Per 100,000 live births

** Data by cause of death based on ICD-10 codes
Source: IDHW Bureau of Health Policy and Vital Statistics, 2004

In Idaho, the preponderance of infant deaths occurs in the neonatal rather than the postneonatal
period. As described previously neonatal and postneonatal mortality are examined differently as
the primary prevention opportunities differ in accordance with the period in which the death
occurred. For example, VLBW-related deaths can best be prevented by addressing maternal
health issues and by preventing and treating prematurity. Neonatal deaths can best be prevented
by providing optimal newborn care and postneonatal deaths by improving infant care.

The data reveal that congenital malformations (an abnormality present at birth); preterm and
LBW births; complications of pregnancy; and complications affecting the newborn related to
placenta, cord, and membranes are the major causes of infant death in the neonatal period. The
most significant cause of death in the postneonatal period is reported by the State as SIDS.
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SIDS is defined as the sudden death of an infant under 1 year of age that remains unexplained
after a thorough case investigation. Although the SIDS designation is used in Idaho to describe
several infant deaths, by definition a death can be designated as SIDS only following a thorough
case investigation (National VVaccine Program Office, 2001), and this does not appear to be the
case in Idaho.

Several recommendations regarding SIDS were included in the 1998 and 2000 reports of the
Child Mortality Review Team, which existed at the time but has subsequently disbanded.
Recommendations of the Team included the use of a SIDS investigation protocol to promote the
further understanding of SIDS comprised of a thorough case investigation, autopsy (not required
in Idaho), review of clinical history, and examination of the death scene to all children with
presumptive diagnosis of SIDS, such as recommended by the CDC (ldaho Child Mortality
Review Team, 2003). The Idaho Code requires that the county coroner, who is an elected county
official, is charged with the investigation of the facts surrounding the cause and manner of death
and has the authority to summon a person licensed to practice medicine in the State to help
determine the cause of death and, if needed, to order an autopsy.

The Child Mortality Review Team indicated that 8 of the 11 SIDS-designated deaths in 2000
may have been preventable through the elimination of risks such as the infant being put down for
sleep on their stomach, secondary tobacco exposure, and cosleeping (Idaho Child Mortality
Review Team, 2003). The Review Team cited significant problems in obtaining data and
reported that most SIDS-designated deaths did not have a SIDS investigation form completed
and information was often missing.

In 2002, an additional 23 infant deaths were reported as “all other causes (residual)” (Idaho
Department of Health and Welfare, 2004a). It would be useful to know more about the
circumstances of these deaths. Comprehensive information about the cause of death permits the
exploration of possibilities for the prevention of deaths.

Although the focus of this section is on infants, the problem of fetal deaths must also be
considered, since fetal deaths account for a large proportion of pregnancy losses and therefore
health promotion and interventions intended to improve pregnancy outcomes must also be
considered. A fetal death is defined as an involuntary loss in which the fetus showed no evidence
of life on delivery. Data that not only identify the number and timing of fetal deaths but that also
describe the life style and medical risk factors of the pregnant women experiencing a fetal death
are important to an understanding of this public health problem and how to address it. States
often use a Fetal-Infant Mortality Review Team, similar to the Child Death Review Idaho used in
previous years but no longer, to examine the causes of these deaths and to develop prevention
activities subsequently.

According to the CDC, fetal deaths at under 20 weeks’ gestation account for 49 percent of all
deaths that occur between the 20" week of pregnancy and the 1% year of life (Barfield et al.,
2004). One of the Healthy People 2010 health objectives is to reduce deaths among fetuses of 20
weeks’ gestation or less to 4.1 deaths per 1,000 live births for all racial and ethnic population
groups (U.S. Department of Health and Human Services, 2000). While there are inherent
difficulties in collecting data on fetal deaths that contribute to an understanding of incidence and
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the factors associated with these deaths, these data can provide information important to efforts
to improve pregnancy outcomes. While the number of stillborn births is identified in Idaho, the
State does not report data on fetal deaths occurring in the State.

a. Newborn Metabolic Screening

Idaho law requires that all babies born in the state receive a screening test for metabolic disorders
that can result in mental retardation and/or other serious health problems. ldaho is a member of
the Northwest Regional Newborn Screening Program and, through contract with the Oregon
Public Health Laboratory, uses tandem mass spectrometry (MS/MS) technology to test for more
than 30 conditions. The central screening laboratory and its follow-up team, working together
with BOCAPS newborn screening staff, have developed a quality control program include
ongoing education for practitioners with their screening practices. Components of the program
include ongoing education assist practitioners and parents, computerized monitoring of certain
screening practices, and an examination of communication channels between practitioners, the
laboratory, and the follow-up team.

Reportable conditions screened for in Idaho include the following:

Table VI-12.
Reportable Idaho Newborn Screening Conditions

Phenylketonuria (PKU) Biotinidase Deficiency

Congenital Hypothyroidism Galactosemia

Maple Syrup Urine Disease

Source: National Newborn Screening and Genetics Resource Center, 2005

BOCAPS staff have conducted training with staff from almost 30 birthing facilities across the
State to promote the appropriate collection of blood specimens and the timely mailing of them to
the Oregon laboratory. During the past year, this effort has significantly reduced the State’s
collective transit time errors to the laboratory. Instructional videos about specimen collection,
purchased with Title V funds, have been provided free of charge to more than 20 of the largest
birthing facilities in Idaho and to the lending library of the State’s largest medical center.

Screening test kits are sold to Idaho practitioners through the State newborn screening office, and
revenues from those sales cover the cost of the program with the exception of BOCAPS staff,
who are funded through the Title V block grant.

The Idaho Chapter of the March of Dimes has organized a task force to examine newborn
screening issues that involves State newborn screening staff, the Division of Medicaid, Blue
Cross and Blue Shield medical directors, and the ldaho Hospital Association. This group is
focusing on the development of newborn screening protocols and creative funding strategies to
cover the high costs of formula required by individuals with PKU.
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Table VI-13.
Number of ldaho Newborns Screened for Metabolic Conditions, Percent of
Second Screens Performed and Number of Positive Results, 2002-2003

FY 2002 FY 2003
Total number of births 20,970 21,802*
Number of screens performed** 20,404 21,174
Percent of 2" screens performed 72.4 76
Number of positives 12 23

* 2003 preliminary data (Hamilton et al., 2004)

**Evidence suggests that much of the difference between total number of births and number of screens performed may be due to
a variety of birth certificate errors.

Source: ldaho Department of Health and Welfare, 2005

b. Newborn Hearing Screening

The Joint Committee on Infant Hearing (JCIH) has established five benchmarks for newborn
hearing screening; these include the percentage of infants screened, percentage referred,
percentage rescreened, percentage rescreened who are referred, and percentage of those referred
who receive follow-up (Joint Committee on Infant Hearing, 2000). In Idaho, the Council for the
Deaf and Hard of Hearing is the recipient of the Early Hearing Detection and Intervention (Idaho
Sound Beginnings) Project, awarded by the ldaho Department of Health and Welfare, and is
responsible for the collection and regular reporting of data from Idaho hospitals on newborn
screening activities. The following is a summary of newborn hearing screening activities for the
years 2001-2003.

Table VI-14.
Newborn Screening Activity 2001-2002

2001 2002 2003
# of hospitals reporting 27 31 34
Total 1D hospital births reported 14,260 18,886 20,060
% inpatient hospital screens 96 97 97
% referred 16 14 10
% of screenings followed up 74 68 54
# of infants not returning for 891 883 1042
rescreen
% with diagnostic follow-up 56 70 100
# of infants confirmed with 48 33 31
hearing loss

Source: Idaho Council for the Deaf and Hard-of-Hearing, 2004

The Council for the Deaf and Hard-of-Hearing reports that the 34 of 35 hospitals are
participating and over 97 percent of 1daho’s babies are born where hearing screening is
performed. Newborn hearing screening is not mandated in Idaho (Idaho Council for the Deaf and
Hard-of-Hearing, 2004).
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The JCIH benchmarks are used to assess hospital newborn screening activities; as reported for
the first 6 months of 2004, 7 Idaho hospitals exceeded the JCIH benchmarks, 15 were below 1
benchmark, 10 below 2 benchmarks, and 1 below 3 benchmarks. These are all improvements
from data reported for 2003. Fourth-quarter data for 2004 indicates that the percentage of infants
returning for the second screening continues to increase (Idaho Council for the Deaf and Hard-
of-Hearing, 2004).

As noted earlier, not all births in Idaho occur in hospitals. In 2002, 145 infants were born in a
birthing facility and 351 born at home (Idaho Department of Health and Vital Statistics, 2004a).
Out-of-hospital birthing facilities make various arrangements for newborn screening. Families
may also take their infants to the Infant-Toddler Program for free screening. The Council reports
working with the birthing centers, midwives, and childbirth educators to inform parents of the
importance of newborn hearing screening and the resources available to obtain the scree